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INSTITUTIONAL DENTISTRY-ITS RELATIONSHIP TO DENTAL PUBLIC HEALTH 


NORMAN F. GERRIE, D.D.S., M.P.H. 


Approximately a quarter of a centu- 
ry has passed since dental public 
health emerged from a heterogeneous 
background of skills and experiences 
and became sufficiently well identi- 
fied that it could be described as a 
new branch of dentistry. In the 
following years it acquired numbers 
and status, developed its own academic 
training programs, body of knowledge, 
scientific literature and techniques, 
and in 1950 became recognized as a 
specialty by organized dentistry. 

The limited scope of early dental 
public health activities gradually 
broadened as problems and needs became 
evident, keeping pace with the general 
development of public health. Today, 
dental public health is intimately 
concerned with and involved in a 
variety of programs which would have 
been inconceivable or visionary a few 
short years ago. While much of this 
development has resulted from research- 
producing such programs as the use of 
fluorides in fluoridation and topical 
applications - strong political, eco- 
nomic and social pressures are focus- 
sing attention on the needs of special 
population groups of all kinds. In- 
terest is rising in the dental problems 
of those afflicted by mentally and 
physically handicapping conditions, 
whether they are in institutions, 
hospitalized, homebound or in nursing 
homes. 

Examination of these segments of 
our population has revealed that their 
needs resemble closely those of the 
general population, but their physical 
and mental infirmities frequently re- 
quire special dental techniques, 
making treatment more difficult. It is 
not too unexpected then, that belated 
recognition should be given to the fact 
that the planning and operation of 
programs for special groups involves 
much more than the definition of their 
needs. 

Success in programs for insti- 
tutionalized patients depends to a 


large extent upon the adequacy of 


facilities and equipment, but more 
important than these are the dental 
personnel who plan and carry out the 
program. Over the past few years it has 
become apparent to public health dentists 
that there are other dentists practicing 
dentistry in closely related ways in 
schools, institutions, hospitals and 
local health departments who should be 
identified more closely with public 
health dentistry. Today we know little 
about these dentists. We know that they 
exist in considerable numbers but we 
know very little about their programs, 
and at the moment have limited contact 
with them. I will try to bring out some 
of the potential that might be developed 
through identification of these dental 
program directors and the values that 
might be inherent in the establishment 
of close working relationships with 

them on the part of public health 
dentists at the State health department 
level. 

As more information becomes avail- 
able,there are strong indications that 
institutional dental personnel in many 
areas of the country are experiencing 
problems which resemble in many respects 
those with which State dental program 
directors are familiar. If constructive 
action is to be taken with respect to 
these problems, it is essential that in- 
formation on the number, location and 
special requirements of institutional 
dentists be assembled. Furthermore, it 
is equally important that all available 
resources be brought to bear in the 
solution of identifiable problems. 

Among these resources are the trained 
public health dentists in State dental 
programs. It is of primary concern, 
therefore, that the dentists who are 
engaged in publicly supported programs 
in institutions and the public health 
dentists become better acquainted. 

I should like to identify some of 
the problems with respect to institu- 
tional dentistry. First, we do know 
that- many institutions offer excellent 
health services to their beneficiaries; 
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however, a number of State-wide surveys 
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have indicated a definite need for a 
more comprehensive and coordinated 
dental program in many State-maintained 
institutions. I like to give you a 
few abstracts from some of the published 
findings from State-wide surveys made 
during the past few years which are 
representative of the problem in this 
area. For example, in 1946 Ohio re- 
ported that none of the State mental 
institutions had adequate dental 
services. In 1951 in Texas it was re- 
ported “There is no standardized 
system in the larger hospitals.” In 
1954 in California, and in 1958 in 
Massachusetts, surveys showed that 
patients were receiving inadequate 
dental care in nearly every instance. 
In New Mexico in 1959 similar condi- 
tions were reported.2 Oklahoma's 
recently reported study revealed other 
serious inadequacies in dental services. 
Additional information was gained 
on other aspects of patient care. For 
instance, the dental facilities in many 
instances were too limited. In some 
institutions poor oral hygiene prac- 
tices indicated a lack of sound dental 
hygiene education, and in some in- 
stances there was an overabundance of 
carbohydrates in the diet. There was 
a large backlog of dental care needed. 
Preventive measures such as carbo- 
hydrate restriction, and use of fluori- 
dation or topical fluoride applications 
were absent. Only four States have 
dental programs that are controlled or 
supervised by a central administrator; 
without central administration each 
State institution is likely to have a 
different set of standards for the 
dental care provided to its patients. 
These situations can be improved 
as they have been in Delaware, Florida, 
New Jersey and Georgia. The 1959 New 
Mexico study is an up-to-date example 
of a step which might be taken to 
solve these problems. In general, 
recommendations for action are aimed at 
the establishment of a coordinated 
dental service in all State-maintained 
institutions, with personnel and 
facilities adequate to meet the stan- 
dards set by the American Dental As- 
sociation, the American Hospital 
Association, American Psychiatric As- 
sociation and other organizations 


relative to dental services for those 


-confined in institutions. It has been 


found helpful for the State Dental 
Association to appoint a committee on 
State institutions. This committee 
would work with other State groups to 
implement the recommendations that were 
made following surveys. 

In New Mexico it was suggested that 
the central coordinating and supervising 
function to be located in the Division 
of Dental Health of the State Health 
Department. In other States this office 
has been suggested for, or located in, 
the State Dental Association, the State 
Board of Dental Examiners, the Division 
of Mental Health, or a special State 
agency established for the purpose. At 
the llth National Conference on Dental 


Health of the American Dental Association 
- held here in Chicago, one of the work 


groups made the following statement in 
its report: 


"Recipients of public assistance and 
inmates of State institutions experience 
the same need for dental services as the 
general population. Provision of dental 
care for these special groups varies 
considerably in quality and quantity. 
There is lack of consistency in adminis- 
trative policy and practice between 
separate State agencies and in standards 
of dental service, financial support and 
professional supervision of dental 
personnel. Last year the Council 
recommended that surveys of dental 
services in State institutions be con- 
ducted by State Dental Societies..... 


“There is a demonstrated need for 
establishment of centralized responsi- 
bility within each State for pro- 
fessional dental supervision of institu- 
tional programs and of dental service 
activities in other State agencies such 
as Departments of public assistance. It 
is recommended that State Dental 
Societies take appropriate action to 
initiate and complete surveys of all 
State dental care programs in agencies 
and institutions and to report findings 
and recommendations to the governors of 
their respective States. It is further 
recommended that as a desirable ad- 
ministrative principle responsibility 
for all dental services and programs of 
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all State agencies be centralized in a 
single State agency. It is recommended 
that all State Dental Societies take 
appropriate action to attain this 
objective. 


"In the designation of a central 
State agency for supervision of of- 
ficial dental activities it is strongly 
recommended that careful consideration 
be given to its possible location 
within the State department of health 
for the following reasons: This 
agency has within its personnel 
training and experience, and the tools 
and knowledge to properly carry out 
educational and remedial programs. The 
professional supervision would 
standardize forms, records, procedures, 
and priority of treatment to be offered. 
The treatment received would, if ade- 
quate, render the recipients more use=- 
ful, comfortable, and healthy. 
Materials, instruments and equipment 
could be purchased more economically, 
and issued and used more efficiently. 
Personnel could be moved and used where 
needed.” 


These recommendations specified 
that general standards for dental care 
should be established for all institu- 
tions, with specific standards for in- 
stitutions having unique problems. 
They would provide for periodic evalu- 
ation by an institutional dental 
services committee. What might be en- 
couraged, also, is the establishment 
of certain kinds of administrative re- 
search activities in these programs. 
Certainly, there is need for all pro- 
grams to evaluate themselves periodi- 
cally and to develop improved methods 
for doing the job of providing patient 
care. 

What might be indicated to deal 
with these problems and recommendations 
from the standpoint of dental public 
health practice in the institutional 
program? The dentist in most institu- 
tions must wear two hats due to the 
prevalent one-man staffing pattern. He 
puts one on while he plans what he is 
going to do, and then he puts the 
other one on and does it. There are, 
also, instances in which a chief 


dentist directs and supervises the 
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activities of clinical dentists and also 
provides clinical services himself. In 
either case he has to wear two hats. He 
is expected to be, then, a competent 
operating dentist, and, in addition, an 
able administrator. 


The dental schools adequately prepare 


dentists in the technical aspects of 
clinical dentistry; however, as the 
administrative role of the institutional 
dentists becomes more well defined and 
comprehensive in its responsibilities, 
it is important that they gain adminis- 
trative skills through special training 
and associations with groups or indivi- 
duals who have this knowledge. In order 


for institutional dentists to participate 


in such training programs there is a 
need for centralized administration so 
the mechanism can be worked out. 

It is important that the institu- 
tional dentist be able to get training 
in clinical practice administration. 
But it is just as important that ap- 
propriate courses be developed - they 
don't exist. Extensive formal public 
health training as we know it doesn't 
seem necessary for institutional 
dentists, although it would be advan- 
tageous to local health department and 
community program directors. However, 
the training for institutional dentists 
should be carefully planned in relation 
to the needs of the program. It would 
seem that this training would be some- 
where between public health and clinical 
dentistry with something of each. A 
course is indicated in, let's call it, 
“Administration of Clinical Dentistry in 
Institutions.” This course might in- 
clude content on setting levels of 
service, amounts of service, priorities, 
program planning, evaluation, standards 
of service, management principles and 
practices, health education, public 
relations, supervision of personnel. 

Through academic training and ex- 
perience public health dentists have 
gained knowledge in the organization 
and operation of many of these areas. 
It seems logical, therefore, that 
trained public health dentists at both 
State and community levels should 
provide leadership by helping to 
organize and conduct training sessions, 
and by assisting the institutional 
dentist in.the accumulation of data for 
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program planning by furnishing forms health dentists. However, it does not 
and instruction regarding their prepa- exclude attendance by institutional 


ration and use. dentists, for their problems are 
If there is a paramount need in similar to those of the local program 
institutional and public program director. The program of the workshop 


dentistry, however, it is the need for includes consideration of practices that 
centralized administration so that the would result in improved personnel, 


various State dental programs can be better program planning, efficient 
coordinated. This has been made one program administration, and more 

of the most urgent recommendations in favorable inter-departmental and inter- 
every study to date. In those States agency relationships between institu- 
where it is in effect, the central tional dentists. 

administrative direction has been I- have tried to bring out some’ of 
located in various State offices in the values in establishing a good 
different States depending upon working relationship between public 
circumstances and legislative enact- health dentists and the dental directors 
ment. The exact location is not too of institutional programs. I would like 


important provided the responsibility to conclude by saying that the purpose 
is placed in the hands of well-quali- of this conference is to make a 


fied professional personnel. beginning on the establishment of an 
What is being done nationally to effective working relationship between 

provide assistance to the community institutional and public health 

or institutional dentist? Currently, dentists which will lead to our mutual 

there is in formulation a workshop on goal of assisting you to serve your 


local dental programs, planned for the patients better. Public health den- 
week of June 19, 1961, at the Univer- tists have certain skills in the 


sity of Michigan. That is a year organization and operation of dental 

from now = although planning has been programs. Conversely, you can contribute 
underway for some six months. As heavily to the advancement of public 

many of you know, the University of health dentistry by participating whole- 
Michigan has from time to time held heartedly in this opportunity for us to 
workshops on various areas of concern gain from your experience and knowledge 
to dental public health. This work- in improving the provision of dental 


shop is being planned for local public care to special population groups. 


Dr. Gerrie is Chief of the Division of Dental Public Health, Public Health 
Service, U. S. Department of Health, Education, and Welfare, Washington 25, D. C. 


This paper was presented at the Workshop for Institutional and Public Program 
Dentists, Public Health Service, Region V, May 20 and 21, 1960, Chicago, Illinois. 
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Currently, there is considerable 
discussion of the comparative effective- 
ness and costs of two chemical agents 
applied topically to teeth of human 


beings. Such questions are raised as 
percentage of reduction in incidence 
and prevalence of carious lesions, 
length of effect, cost of treatment, 
and disadvantages in clinical appli- 
cation. These two agents are stannous 
fluoride and sodium fluoride. 


introduction 


The epidemiological investigations 
conducted by many researchers to demon- 
strate the cause of mottled enamel, 
lead to evidence of the relationship 
between the fluorine of the enamel and 
its resistance to dental caries. 
Armstrong and Brekhus,@ in 1938, after 
making 26 consecutive analyses of the 
fluorine of enamel of sound and carious 
teeth, reported that the results showed 
that a low content of fluorine was a 
characteristic of carious teeth in 
general, and that the quantity of 
fluorine present in the enamel of non- 
carious teeth was uniformly higher than 
that of carious teeth, even though the 
teeth were obtained from persons of 
various ages and from both sexes. The 
mean fluorine of the enamel of sound 
and carious teeth was found to be 
0.0111 and 0.0069 percent, respectively. 


Further research demonstrated the 
desirability of fluoridating the 
drinking water of all communities. 
Additional investigation developed a 
technic for the application of sodium 
fluoride topically to the crowns of the 
teeth of children.17 


Other fluorides were tested later 
to determine their ability to reduce 
the susceptibility of human teeth to 
dental caries. Some of the fluorides, 
effective in laboratory experiments, 
failed in clinical tests. 


Since many investigations have 
been reported of the effectiveness of 


AN EVALUATION OF THE ORAL EFFECTS OF STANNOUS 
FLUORIDE APPLIED TOPICALLY TO TEETH 


WALTER J. deCARVALHO, D.D.S., M.P.H. 


stannous fluoride, and its superiority 
over sodium fluoride, in reducing inci- 
dence and prevalence of carious lesions 
in human beings when applied topically 
tothe teeth, it is the purpose of this 
report to review and evaluate critically 
the literature, in an attempt to de- 
termine whether or not stannous fluoride 
should be recommended for wider utiliza- 
tion in a program of prevention of 
dental caries. 


Review 


Muhler and Van Huysen, in 1947, 24 
after testing several fluorides, re- 
ported that other compounds than sodium 
fluoride were effective in reducing the 
solubility of powdered enamel, and that 
a solution of stannous fluoride had 
proved to be the most effective fluoride 
in this reduction. 


Brudevold? performed some laboratory- 
experiments to study the action of 
stannous fluoride and sodium fluoride. 

He demonstrated, when a solution of 
stannous fluoride was used, that there 
was an uptake of tin and fluoride by the 
enamel and the formation of highly in- 
soluble tin phosphates which might be 
expected to form barriers against de- 
calcification. 


Fischer, Muhler, and Wust# reported 
that the caries-reducing effect of a 
topical application of stannous fluoride 
seemed to be a combined effect of the 
stannous and fluoride ions, both forming 
acid-resistant compounds in their re- 
action with the enamel. 


Electron microscopic observations 
performed by Gray, et al.,” showed that 
stannous fluoride and sodium fluoride 
affected enamel surfaces in completely 
different ways. When a solution of 
stannous fluoride was used, no visible 
change in the treated surface occurred; 
when the solution of sodium fluoride was 
used, it reacted with the enamel to de- 
posit crystals of calcium fluoride on 


the surface. 
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The pH of the solution also 
appeared to be important. Walsh, et 
al.,“” reported that the caries-re- 
ducing effect of a solution of stannous 
fluoride was greater at the low pH of 
about 3.0, while a solution of sodium 
fluoride at the same pH caused decal- 
cification of the treated enamel's 
surface. Increasing the pH of the 
solution of stannous fluoride decreased 
its effectiveness. 


Howell, et al.,12 conducted a cli- 
nical investigation on 1200 school 
children in Bloomington, Indiana, to 
test the effectiveness of a two per- 
cent solution of stannous fluoride 
applied topically to the teeth compared 
with a two percent solution of sodium 
fluoride. The children were divided 
into four groups, one received a two 
percent solution of sodium fluoride, 
the second received a two percent 
solution of stannous fluoride applied 
by cotton applicators, the third re- 
ceived a two percent solution of 
stannous fluoride applied continuously 
by a spray for four minutes, and the 
fourth was used as the controls. After 
two years, examinations were made of 
the teeth of 620 children of the initial 
group whose caries-experience was 
similar at the beginning of the in- 
vestigation. The results showed a 
reduction of 36.3 percent in DMFS in 
the group that received a solution of 
sodium fluoride, 58.8 percent reduction 
in DMFS in the group that received 
stannous fluoride applied by cotton 
applicator, and 65.5 reduction in DMFS 
in the group that received stannous 
fluoride applied by spray. The appli- 
cations were completed according to the 
technic advocated by Knutson,!7 with 
the exception of the group for which 
the application was achieved by 


spraying. 


McLaren and Brownl8 carried out a 
similar study of 621 children, 6-11 
years of age, divided equally into 
three groups. The first group received 
a solution of sodium fluoride, the 
second received a solution of stannous 
fluoride and the third group served as 
controls. The concentration of both 
of the solutions was two percent and 


the controls received distilled water. 
The results, at the end of the first 
year of the experiment, were favorable 

to stannous fluoride, since there was a 
reduction in DMFS of 46.27 percent in 

the group that received stannous fluoride 
and 38.60 percent in the group that re- 
ceived sodium fluoride. At the end of 
two years there was no significant 
difference, with a reduction in DMFS of 
18.87 percent in the group that received 
stannous fluoride and 17.56 percent in 
the group that received sodium fluoride. 


Slack27 tested the effectiveness of 
a two percent solution of stannous fluo- 
ride applied topically to first perma- 
nent molars of 6-year-old children, and 
reported a reduction in carious lesions 
of 21 percent. 


Nevitt, Witter, and Bowman2> con- 
ducted an investigation of 588 children 
9-14 years of age, and reported a per- 
centage reduction in DMFT of 44.4 for 
stannous fluoride and 35.9 for sodium 
fluoride. The reduction in DMFS was 
10.4 for stannous fluoride and 10.3 for 
sodium fluoride, after one year of study. 
Table I shows a condensation of the 
clinical studies performed with a two 
percent solution of stannous fluoride. 


Gish, Howell, and Muhler,®> in 1957, 
presented a new technic for the topical 
application of stannous fluoride, which 
consisted of a single application of a 
strong solution, every year, instead of 
the conventional series of four applica- 
tions. A five-year study was planned to 
test the effectiveness of an eight per- 
cent solution of stannous fluoride 
applied topically to the teeth of 
children every year, compared with a 
series of four applications of a two per- 
cent solution of sodium fluoride applied 
every three years. A study was completed 
of 554 second-grade school children when 
the investigation was initiated, and new 
groups of second-grade children were 
added each year. The results were re- 
ported at the end of every year. The 
percentage of reduction for the solution 
of stannous fluoride in DMFS was 25 
greater at the end of the first year,” 
21 at the end of the second year,® 35 at 
the end of the third year,7 and 30 at the 
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end of the fourth year,® in the group 
that was included in the experiment at 
the beginning. In the second group, in 
which the investigation was started one 
year later, the results were in favor 
of stannous fluoride at rates of 56 
percent less DMFS at the end of the 
first year,© 57 percent at the end of 
the second year,/ and 3? percent at the 
end of the third year.% In the fourth 
group the results were in favor of 
stannous fluorige at a rate of 31 per- 
cent less DMFS. 


Jordan, Snyder, and Viktor,15 in 
1958, tested the effectiveness of a 
single application of an eight percent 
solution of stannous fluoride compared 
with a group of children used as 
controls. A two-year study was com- 
pleted of a group of 510 students, 12- 
13 years of age, divided equally between 
the experimental group and the controls. 
From the original group, 420 students 
reported for the final examination at 
the end of the investigation, two years 
later, 209 in the experimental and 211 
in the control group. The original 
caries-experience was reported to have 
been 10.09 DMFT and 17.67 DMFS for the 
controls and 10.30 DMFT and 17.67 DMFS 
for the experimental group. 


The effectiveness of a solution of 
stannous fluoride applied topically to 
the teeth of adults was reported by 
Muhler,2° in 1958. A 10 percent solu- 
tion was tested on 500 University 
students, 17-38 years of age, divided 
equally between experimental group and 
controls. After one year of study, 
stannous fluoride was reported to re- 
duce carious lesions at a rate of 24 
percent for DMFT and 16 percent for 
DMFS. 


The possibility of a solution of 
stannous fluoride causing pigmentation 
of teeth and discoloration of gingiva 
has been considered. Shapiro and Hood, 
26 in 1956, reported that extracted 
teeth previously treated with a solu- 
tion of stannous fluoride became pig- 
mented when exposed to hydrogen 
sulphide. The report was based on a 
laboratory-experiment with 12 extracted 
teeth from five patients. Muhler, 19 


in 1957, conducted a clinical investi- 
gation in which he tested stannous fluo- 
ride applied topically to the teeth of 
74 adults and 92 children. No signifi- 
cant difference was found between the 
adult experimental group and the controls 
after 12 months of study, while an in- 
crease in the amount of pigmentation 
occurred in the experimental group of 
children after three months of study. 
Hine, Swartz and Phillips,/! in 1957, 
tested the action of topical applications 
of stannous fluoride on resinous resto- 
rations and silicate cements. They re- 
ported that siliceous restorations 
experienced a deposition of a compound 
of tin on their surfaces, and that this 
deposit was removed by prolonged mechani- 
cal brushing with a dentifrice. Resinous 
restorations were stained only at the 
margins. 


The effectiveness of stannous fluo- 
ride applied topically to the teeth in 
the form of a dentifrice has been 
studied. Muhler and associates22» 23 re- 
ported the results of an investigation 
in which stannous-fluoride dentifrice was 
used with calcium pyrophosphate as the 
abrasive agent. After one year of study 
the results showed a decrement of 51 per- 
cent in DMFT and 49 percent in DMFS. 
Jordan and Petersonl3» 14 conducted a 
two-year clinical study of the same 
stannous fluoride-calcium pyrophosphate 
dentifrice on 628 school children in the 
third and fourth grades. At the end of 
one year there was a 35 percent reduc- 
tion in DMFT and 34 percent reduction in 
DMFS in the experimental group. These 
results dropped to 16 percent reduction 
in DMFT and 21 percent reduction in DMFS 
at the end of two years, These child- 
ren brushed their teeth under supervi- 
sion at the school and were given in- 
struction about how to brush their teeth 
at home. A parallel study of 204 child- 
ren divided also into experimental group 
and controls, that did not brush their 
teeth under supervision, showed a 16 per- 
cent reduction in DMFT and 12 percent 
reduction in DMFS at the end of the two 
years. Hilll° reported an experiment in 
which no supervision of brushing was 
madé. A group of 400 children, 9 to 16 
years of age, was divided equally into 
experimental group and controls. A 
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stannous-fluoride dentifrice was used, 
and the kind of abrasive was not re- 
ported. The results showed a reduction 
in DMFS of 14 percent at the end of the 
first year and 15 percent at the end of 
the second year. 


Muhler,2! in another experiment, 
used a stannous-fluoride dentifrice with 
a different abrasive, dicalcium phos- 
phate. No significant reduction in the 
dental-caries experience were found, 
after six months of study. 


Discussion 


The investigators, using a two per- 
cent solution of stannous fluoride in 
four applications, other than Muhler 
and associates, were unable to dupli- 
cate the results obtained by Muhler, 
but the investigations did not demon- 
strate that stannous fluoride was less 
effective than sodium fluoride. Both 
were equally effective. It is well to 
point out, in the investigation per- 
formed by Nevitt, Witter, and Bowman, 29 
that the upper and lower quadrants of 
one side of the mouth were utilized in 
testing the agent, leaving the un- 
treated quadrants of the opposite side 
as controls. The accuracy of this pro- 
cedure, according to the standards 
developed by the American Dental Asso- 
ciation,! may be reduced because of the 
migration of the agent in the saliva. 
Slack2’ used the first permanent molars 
of one side of the mouth for the treat- 
ment and the first molars of the 
opposite side as controls. The study 
performed by Slack cannot be compared 
with the investigation conducted by 
Muhler and associates, because Slack 
utilized only the first permanent 
molars in the study, while Muhler uti- 
lized all of the permanent teeth in his 
investigation. 


The technic of a single application 
of a strong solution every year would 
simplify the treatment considerably, 
therefore special consideration should 
be given to this technic. Two factors 
should be evaluated: first, the effec- 
tiveness of the single application in 
reducing carious lesions, and second, 
the effectiveness of the single appli- 


cation compared with the four applica- 
tions of sodium fluoride. 


The investigation conducted by 
Jordan, Snyder, and Wilson!5,16 indica- 
ted that an eight percent solution of 
stannous fluoride applied once a year to 
the teeth of children was effective in 
reducing carious lesions. The experi- 
ment was planned and performed carefully 
Unfortunately the study was not continue 


' further, because the data appeared to 


indicate that the effectiveness was in- 
creased with the treatment in the sub- 
sequent year. 


The second aspect, the effectiveness 
of a single application of an eight per- 
cent solution of stannous fluoride to th 
teeth of children every year, compared 
to four applications of a two percent 
solution of sodium fluoride every three 
years, was studied by Gish, Muhler, and 
Howell.°"8 The results were consistent}, 
and significantly in favor of stannous 
fluoride throughout the four years of 
study. Only second-grade children were 
utilized in this experiment, with a new 
group of second graders added each year, 
The previous dental-caries experience 
was comparable for experimental group 
and controls. All groups that received 
the treatment by stannous fluoride 
showed a statistically significant re- 
duction in DMFT and DMFS, when compared 
with the groups that received sodium 
fluoride. 


Pigmentation. Few investigations are re- 
ported in the literature concerning pig- 
mentation of the teeth and discoloration 
of the gingiva. The results of the study 
by Shapiro and Hood26 did not provide 
convincing data. The number of subjects 
was very small. No conclusions were 
possible from this investigation. Hine, 
Swartz; and Phillips!! suggested that the 
degree of marginal staining which 
occurred with the use of stannous fluo- 
ride appeared to be dependent on the 
adaption of the restorations to the 
margins of the prepared cavity, because, 
in those instances in which the restora- 
tions were inserted poorly, the staining 
was markedly increased. 


Muhlerl9 suggested, since the pig- 
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mentation in the investigation he con- 
ducted occurred most frequently in the 
pits and fissures of the occlusal and 
buccal surfaces of molars and bicuspids, 
that this pigmentation should be attri- 


‘buted to carious lesions that were 


present at the time of applying the 
stannous fluoride, because no pigmenta- 
tion occurred in the buccal and lingual 
surfaces of intact enamel. He also 
attributed the lack of difference 
between the adult experimental group 
and controls to the presence of resto- 
rations in most of the pits and 
fissures of the teeth of the adults. 
the explanation seemed reasonable. 
However, since no index of pigmentation 
has been developed, the question still 
remains to be investigated further. 


In regard to the effect on the 
gingiva, the experiment showed that in 
about five percent of adults and one 
percent of children, the gingiva 
blanched, but returned to normal 
appearance within a period of eight to 
10 hours. The investigator reported 
that the presence of a previous gingi- 
vitis was demonstrated in every instance 
that the gingival change was noted. 


An unpleasant metallic taste of the 
solution of stannous fluoride has been 
noted. However, Van Huysen and 
Muhler28 reported that attempting to 
flavor the solution resulted in a re- 
duction of its effectiveness. The need 
for using a fresh solution also has 
been stressed, because stannous fluo- 
ride hydrolyzes and oxidizes rapidly, 
with a consequent reduction in its 
effectiveness. 


Fluor ige wentifrices. Muhler 
and associates<<»<4 reported good re=- 
sults from an experiment with a denti- 
frice containing stannous fluoride and 
one kind of abrasive, calcium pyro- 
phosphate, while Muhler,7! in another 
experiment, did not obtain positive re- 
sults using a dentifrice containing 
stannous fluoride and a different kind 
of abrasive, dicalcium phosphate. It 
would seem that not only was stannous 
fluoride of importance in determining 
the anticariogenic effectiveness of the 
dentifrices, but also the type of- 
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polishing agent was an important factor. 


Summary 


This report has considered the 
effectiveness of a solution of stannous 
fluoride applied topically to the teeth 
and its effectiveness compared with a 
solution of sodium fluoride. The effica- 
cy of stannous-fluoride dentifrices was 
analyzed, and also the possibility of 
pigmentation of the teeth and discolora- 
tion of the gingiva following the topical 
application of stannous fluoride. 


From the evidence reported in the 
literature, it appears that stannous 
fluoride and sodium fluoride are diffe- 
rent in their action on the surface of 
the enamel. The effectiveness of the 
technic of a single application of an 
eight percent solution of stannous fluo- 
ride has been demonstrated, but the 
efficacy of stannous-fluoride dentifrices 
is still to be investigated further. 

More clinical studies are required to in- 
vestigate the possibility of pigmentation 
of the teeth and discoloration of the 
gingiva. 


Conclusions 


A survey of the literature disclosed 
the following information: 


1. Studies of the effect of an eight 
percent solution of stannous fluoride 
applied every year to the teeth of child- 
ren have indicated that it is effective 
in reducing carious lesions, and more 
effective than a two percent solution of 
sodium fluoride applied every three years. 


* 


2. The technic of a single applica- 
tion of an eight percent solution of 
stannous fluoride may be recommended, 
because only one appointment is neces- 
sary per year, and when the treatment is 
combined with annual routine examination 
and prophylaxis, a maximum of 15 minutes 
of extra chair time would be required. 


3. The-disadvantages of unpleasant 
taste and low stability of the solution 
are compensated by its ability in re- 
ducing carious lesions and by the sim- 
plicity of the technic. 
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4. Further research is needed 
before any recommendation can be made 


TABLE I 


THE EFFECTS OF FOUR APPLICATIONS OF A TWO PERCENT 
SOLUTION OF STANNOUS FLUORIDE AND SODIUM FLUORIDE 


regarding the use of stannous-fluoride 
dentifrices. 


Percent 


and Bowman (1958) 


of of reduction 

Reference Solution Subjects Study over controls 
DMFT _ DMFS 
Howell, C.L., NaF 92 2 23.6 36.3 
et. al. (1955) SnFo+ 194 83.1 58.8 
SnF5++ 195 60.9 65.5 
: McLaren and Brown NaF 2 17.5 
(1955) 18.8 
Slack (1956) SnF5 2 21.0 
" Nevitt, Witter NaF 298 16 mos. 35.9 10.3 
290 44.4 10.4 


bs + Stannous fluoride applied by cotton applicator 
+4 Stannous fluoride applied by continuous spray 


TABLE II 


THE EFFECTS OF A SINGLE APPLICATION OF 
AN EIGHT PERCENT SOLUTION OF STANNOUS FLUORIDE 
COMPARED WITH A GROUP OF CONTROLS AND WITH THE EFFECTS OF 
A TWO PERCENT SOLUTION OF SODIUM FLUORIDE APPLIED EVERY THREE YEARS 


Group I 


32.0 


Group IV. 


Group II 59.0 
46.0 


Group III 31.0 
17.0 


30.0 


56.6 
57.0 


Years Percentage Percentage Number 
of reduction over reduction over of 
Reference Agent Study controls sodium fluoride Subjects 
DMFT DMFS DMFT 
Jordan, Snyder SnF2 1 20.0 14.4 472 
and Viktor 2 37.8 38.3 420 
Gish, Muhler SnFo 1 21.0 26.0 489 
and Howell 2 32.0 21.0 448 
3 35.0 35.0 
4 


35.0 450 
24.0 425 


part c 


l. 


2. 


3. 


4. 


5. 


66 


9. 


10. 
ll. 


12. 


13. 


56 
Number Years 
|_| 
|_| 
|_| 
|__| 
= 
ve 
= 
457 
3 35.0 39.0 419 
; 1 31.0 31.0 450 
= 


Dr. W. J. deCarvalho comes from B. Horizonte, Brazil. His paper constitutes 
part of his work for an M.P.H. degree from the University of Michigan. 
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OBSERVED DIFFERENCES OF TOTAL CARIES EXPERIENCE AMONG 
WHITE CHILDREN OF VARIOUS SOCIO-ECONOMIC GROUPS 


LOUIS F. SZWEJDA, B.A., D.D.S., M.P.H. 


Twenty-five years ago Cohen ob- 
served that children of high economic 
level had “better primary teeth", and 
children of low economic level had 
"better permanent teeth". A few 
years later Greenwald2 wrote that 
differences of caries experience, which 
occurred in second grade children of 
various socio-economic levels, disap- 
peared in older age groups. Since the 
studies of Klein and Palmer? it has 
been believed that there was no 
difference in the prevalence of dental 
caries in children ot diverse socio- 
economic classes, but that the lower 
socio-economic groups had greater un- 
met dental needs. Hagan in Georgia‘, 
and McCauley and Frazier in Baltimore? 
found no less dental caries experience 
in children of more fortunate socio- 
economic circumstances than those 
children of more indigent areas. 


1959 BUFFALO DENTAL SURVEY 


During the spring of 1959, the 
Erie County Health Department embarked 
upon a dental survey to investigate 
the prevalence of dental caries and 
dental needs among various segments of 
the school children of Buffalo, N.Y. 
Selected schools included three public 
high schools, four parochial high 
schools, twelve public elementary 
schools, and nine parochial elementary 
schools. Children of kindergarten, 
third, sixth, ninth, and twelfth arades 
were examined. In the elementary 
schools all children who were present 
in these grades during the day(s) of 
the visit by the survey team were 
examined. In the ninth and twelfth 
grades of the high schools, exami- 
nations were restricted mainly to 
children of fourteen and seventeen | 
years of age. 

The survey team consisted of 
dental personnel of the Erie County 
ealth Department. Three dentists 
made the examinations and five dental 
ygienists acted as recorders and 
general assistants. The team traveled 
ogether throughout all the selected 


schools. An examination record card was 

adapted for this study and all members 

were familiarized with standards of 

examination and recording.© The 

criteria for diagnosing carious lesions 

were Clearly laid down; no tooth was 

recorded as carious unless caries could 

be demonstrated objectively beyond 

reasonable doubt. A deep pit or fissure 

needed more evidence than a mere catch 

of an explorer. Identification data for 

each child were obtained from school 

records. A condition had to be recorded 

for each one of the thirty-two dental 

units. If any item was omitted on the 
examination card, the whole case record 

was discarded. The same standards pre- : 
vailed throughout the processes of key- 4 
punching the information on machine 
record cards and tabulation. Personnel 
of the Office of Biostatistics key- 
punched the data, which were tabulated by 
the Tax Unit of the Supervisor's Office 
of Erie County. 


SOCIO-ECONOMIC CLASSIFICATION 


The Office of Biostatistics of the 
Erie County Health Department classi- 
fied each census tract into a low, 
average, or high socio-economic level : 
according to a study based on three 
characteristics of housing derived from 4 
the 1950 U.S. Census of Housing. 

These housing characteristics in- 
cluded (1) 1.51 or more persons per room, 
(2) dwelling units with no private bath, 
or dilapidated, and (3) dwelling units 
with no running water, or dilapidated. 
People of low socio-economic level can 
be thought of as living in houses which 
provide inadequate facilities for 
healthful living, and people of high 
socio-economic level can be thought of 
as living in the most satisfactory 
housing and living conditions in 
Buffalo. The average socio-economic 


a 


areas represent the residual group 
between the two extremes of housing. 
Life expectancy figures and death rates 
from infectious diseases demonstrate 
the more healthful conditions of the 
high areas. 


| | a 


There is a possibility that 

changes in the urban community may have 
occurred since the census of 1950. 
However, recent studies indicate that 
the socio-economic segments of Buffalo 
have not changed with the exception 
that since 1950 housing has deterio- 
rated in the average economic areas 
located adjacent to the low areas. 


SELECTION OF THE SAMPLE 


Schools were selected so that an 
adequate sample would be obtained 
according to socio-economic areas. 
(See Figure 1) All children were 
classified socio-economically according 
to residence in a specified census 
tract. The choice of elementary 
schools was not a difficult problem, 
as the selected schools could be ex- 
pected to have a homogeneous regis- 
tration of pupils; the students came 
from the same census tract where the 
school was located or from neighboring 
tracts which were of the same compo- 
sition. Conferences with school 
authorities and other informed sources 
verified the socio-economic status of 
children in the selected schools and, 
therefore, each elementary school 
selected could be expected to fall 
within a desired socio-economic group. 
The student population of a high 
school came from more widely scattered 
areas of residence and presented a 
more complicated selection problem. 

Table I represents the sample 
population of white children by age 
and socio-economic level. It may be 
noted that in the high schools, the 
groups with the smallest numbers were 
the low socio-economic groups of ages 
fourteen and seventeen years. It was 
desired to have more high schools with 
a majority of its students from the 
low socio-economic areas, but the end 
of the school year forced the con- 
clusion of the study. Table I also 
presents the number of erupted perma- 
nent teeth per child for the interest 
of the reader. 


FINDINGS 


The data presented herein are only 
for white school children of the city 


of Buffalo to eliminate any possible 
influence of racial differences. Table 
II shows the DMF permanent teeth per 

100 erupted teeth (or per cent of 
erupted teeth with caries experience) 
and the mean DMF rate per child in the 
various age groups of the three socio- 
economic areas of Buffalo. The DMF 
rates of permanent teeth consistently 
showed a difference at each age between 
the various socio-economic groups with 
some exceptions. The high economic 
class enjoyed the least amount of tooth 
decay at each age by comparison with the 
low and average classes. At age six, 
Buffalo children of high economic level 
had about 31 per cent less DMF perma- 
nent teeth than children of the low 
economic areas. Through all the ages, 
children residing in the "most desirable” 
housing areas showed upwards to 20 per 
cent less total caries experience than 
children of low economic level. At age 
14, there was the least difference 
between the low and high groups, and the 
average socio-economic group had a 
higher DMF rate than the children of the 
low socio-economic areas. At other ages, 
the average economic level presented 
rates between the low and high socio- 
economic classifications. 

Table III shows the DF rates for the 
entire primary dentition and for the 
primary cuspids and molars at ages five, 
six, and eight years. The primary teeth 
illustrate the same pattern which 
occurred in the permanent dentition, 
and the DF rate of primary teeth de- 
creased as the socio-economic level 
improved. 


DISCUSSION 


The socio-economic classifications 
which were employed in the Buffalo study, 
are verified by the per cent of rendered 
dental services, i.e., restorations, 
and extractions, and by the number of 
children in need of dental care. In 
Table IV, percentages of DMF teeth . 
which are filled and those which are 
missing are presented. Most dental 
services rendered were found in 
children of the low ranks. 

Needs may be expressed by the per- 
centage of children in need of care, 
i.e., children who have one or more 
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permanent teeth with untreated dental 
caries. When this index is applied, 
the same pattern prevailed among the 
Buffalo school children except at age 
fourteen. In Table V, it may be noted 
that not only had the low socio- eco- 
nomic group of the fourteen-year-olds 
a Slightly lower percentage of unmet 
needs than the other socio-economic 
groups of similar age, but it also 
ranked much lower in percentage than 
the low socio-economic groups at any 
other age. Since a different trend in 
DMF rates for permanent teeth between 
the three socio-economic levels 
occurred at this age of 14 years, the 
data suggest an inadequate sample of 
high school children in the low 
classification. 

At the early school ages of five, 
six, and eight years, there were more 
filled primary teeth and more restored. 
primary cuspids and molars in the high 
socio-economic group and, conversely, 
the low group had a higher percentage 
of children in need of care of the 
primary teeth. Tables VI and VII offer 
percentages of filled primary teeth and 
untreated needs by children in the 
Buffalo Sample. 

The percentage of filled teeth may 
have further connotations. Dental care 
for children includes the practice of 
prophylactic odontotomy and, therefore, 
some non-carious teeth with defective 
pits and fissures are restored under 
the principles of this practice. 
Children of the high socio-economic 
group who receive dental care would 
present more teeth of such a restored 
condition, and children of the low 
economic group would present more 
teeth with untreated defective pits 
and fissures. Since the criteria for 
examination in the survey demanded an 
objective demonstration of dental 
caries, a tooth with defective pits 
and fissures only would not be in- 
cluded in the DMF count, but a tooth 
restored because of prophylactic 
odontotomy would be included. The 
conjecture is warranted that many such 
restored teeth are contained in the 
DMF rate of the high socio-economic 
groups and, therefore, the true dental 
experience rates for this group are 


lower than the presented DMF rates. 


6] 


A greater difference in the DMF counts 
then could be possible between the 
various socio-economic classes. 

A direct cause and effect relation- 
ship is not believed to exist between 
total caries experience and type of 
housing in which the survey population 
of Buffalo resided. Preventive measures, 
such as topical fluoride applications, 
may have been most available to the 
children of the high socio-economic 
order. Better habits, such as low in- 
take of carbohydrates, may be active in 
reduction of tooth decay in children of 
the more desirable housing areas. 
Greater concern about dental health in 
the more fortunate population may exert 
a beneficial influence. The City of 
Buffalo had its water supply fluoridated 
for four years at the time of the study 
but partial benefits among the younger 
age groups would nc& explain the constant 
differences of dental caries experience 
between the socio-economic groups at all 
ages. The data warrant the conclusion 
that further objective information is 
needed to explain why white children 
living in better housing areas of 
Buffalo have lower DMF rates. This in- 
vestigation would entail a search into 
health practices, diet and blocks to 
optimum oral health. 


SUMMARY 


1. White children examined during 
the 1959 Dental Survey of school 
children in the City of Buffalo were 
separated into three socio-economic 
classifications of low, average, and 
high. Socio-economic class was based on 
housing characteristics in the census 
tract of residence of each child. 

2. Dental caries experience in both 
the primary and permanent dentitions 
were compared at various ages for white 


children of the three socio-economic 


areas of Buffalo. 

3. A remarkable consistency was 
observed in differences of age-specific 
DMF rates. 

4. Children residing in the high 
economic areas of Buffalo showed the 
lowest dental caries experience and, 
conversely, children of low housing 
tracts exhibited the highest DMF rates. 
Dental caries experience of children for 
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the average economic level of Buffalo 5. Greatest unmet needs were 
fluctuated generally between the rates present in the children of the low 
of the low and high socio-economic socio-economic strata. 
classes. 
NIAGARA 
& 
E. DELAVAN 
W. DELAVAN 
P-Public Elem. 
School 
D-Diocesan Elem. 
School BROAD - 
H-Public High WAY 
School 
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(Low) SENECA 
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(HIGH) 
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TABLE I 
POPULATION BY AGE IN EACH SOCIO-ECONOMIC LEVEL 
WHITE SCHOOL CHILDREN 
BUFFALO DENTAL SURVEY - 1959 
NUMBER OF CHILDREN NO. OF ERUPTED PERMANENT TEETH PER CHILD? 


AGE LOW AVERAGE HIGH LOW AVERAGE HIGH 


212 482 197 - - 


123 141 3.25 3.65 

12.63 12.53 

14.24 13.76 

23.13 23.12 

121 25.86 25.00 

400 199 27.84 27.88 

17** 100 494 217 27.97 27.97 


*Number does not include third molars. 
**These age groups include only high school students. 


TABLE IL 


CARIES EXPERIENCE OF PERMANENT TEETH OF WHITE CHILDREN 
BY AGE AND SOCIO-ECONOMIC LEVEL 
BUFFALO DENTAL SURVEY - 1959 


DMF PERMANENT TEETH PER 100 DMF PERMANENT TEETH PER CHILD* 
ERUPTED PERMANENT TEETH* 


AGE LOW AVERAGE HIGH LOW AVERAGE HIGH ae. 
6 7.1 6.4 4.9 0.23 0.23 0.16 31.7 
8 21.2 18.1 17.4 2.68 2.27 2.15 19.8 
9 20.2 17.9 18.7 2.88 2.46 2.53 12.2 

11 22.8 19.9 19.3 5.29 4.60 4.63 12.5 

12 23.9 21.9 21.0 6.17 5.50 5.30 14.1 

14%* 34.5 35.6 33.2 9.60 9.90 9.23 3.9 

17** 51.3 45.5 42.3 17.6 14.25 12.73 11.82 17.1 

*DMF teeth includes carious, carious and filled, filled, and missing 


permanent teeth, excluding third molars. 
**These age groups include only high school students. 


***Di fference between low and high levels. 
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TABLE 


CARIES EXPERIENCE OF PRIMARY TEETH OF WHITE CHILDREN IN EACH SOCIO-ECONOMIC LEVEL 
BUFFALO DENTAL SURVEY - 1959 


ALL PRIMARY TEETH 


DF* PRIMARY TEETH PER 100 PRIMARY DF* PRIMARY TEETH PER CHILD 


TEETH PRESENT 


AGE Low AVERAGE HIGH LOW AVERAGE HIGH 


15.5 4.69 3.96 2.88 


5 24.8 20.9 


3.26 


4.93 4.65 


18.5 


28.0 26.7 


50.0 48.9 42.0 4.62 4.68 4.34 


PRIMARY CUSPIDS AND MOLARS 


DF* PRIMARY CUSPIDS AND 
MOLARS PER CHILD 


DF* PRIMARY CUSPIDS AND MOLARS PER 100 
PRIMARY CUSPIDS AND MOLARS PRESENT 


Low AVERAGE HIGH 


HIGH 


AVERAGE 


Low 


34.0 29.6 22.5 4.02 3.45 2.61 


36.3 25.5 4.32 4.22 2.98 


37.3 


4.66 4.32 


43.0 4.60 


8 51.7 49.6 
*DF INCLUDES CARIOUS, CARIOUS AND FILLED, AND FILLED PRIMARY TEETH. 


TABLE IV 


PERCENT OF DMF PERMANENT TEETH FILLED AND MISSING IN WHITE CHILDREN 
BUFFALO DENTAL SURVEY - 1959 


% MISSING 


% FILLED 


AVERAGE 


LOW 


AVERAGE 


36.2 2.3 


3.9 


39.7 


6.6 


51.1 


12 25.2 44.8 64.7 14.9 9.9 
10.0 


14.5 


56.1 


60.9 


j 
| 
AE 
— 
8 26.9 0.1 
9 27.9 53.5 7.2 2.6 
37.5 66.4 9.6 465 
7.7 
17 43.7 72.9 25.0 6.5 


TABLE V 


PERCENT OF WHITE CHILDREN WITH ONE OR MORE CARIOUS PERMANENT TEETH 
BUFFALO DENTAL SURVEY - 1959 


% WITH 1+ CARIOUS TEETH 


AGE LOW AVERAGE HIGH 


60.1 50.8 


70.2 


61.8 54.3 


76.8 


82.0 63.6 49.8 


59.5 


72.2 


80.5 


72.3 62.3 


58.7 


78.0 73.5 60.3 


TABLE VI 


PERCENT OF DF PRIMARY TEETH WHICH ARE FILLED IN WHITE CHILDREN 
BUFFALO DENTAL SURVEY - 1959 


ALL PRIMARY TEETH PRIMARY CUSPIDS AND MOLARS 


AVERAGE HIGH LOW AVERAGE HIGH 


LOW 


18.0 35.7 12.0 20.9 39.3 


19.1 44.6 10.4 21.2 48.6 


12.5 29.6 50.9 


29.2 50.5 


TABLE VIL 


PERCENT OF WHITE CHILDREN WITH ONE OR MORE DECAYED PRIMARY TEETH 
BUFFALO DENTAL SURVEY - 1959 


AVERAGE HIGH 
54.3 


AGE LOW 


5 69.3 58.5 


45.4 


69.4 


70.0 


33.9 


71.7 51.2 
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Dr. Szwejda was formerly Director, Division of Dental Health, Erie County 
Health Department at Buffalo, N.Y. He is now Principal Public Health Dentist, 


Charlotte Health Department, Charlotte, North Carolina. 
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"Have we really forgotten that there is nothing more destructive than the 
trained mind, if it be separated from the deeper values and responsibilities of 
life? In learning more and more facts and mastering more and more mechanical 
devices, have we lost forever the sense of reverence, and wonder which once was 


the wellspring of man's greatest deeds, as of his noblest visions?” - Dr. Krout, 
address, convention of the American Nurses’ Association. 


(Columbia University Newsletter ) 
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HLD Index of Handicapping Labio-Lingual Deviations-Part II: 


DISTRIBUTION OF INDEX COMPONENTS IN TWO 
NEW YORK STATE POPULATION GROUPS 


Harry L. Draker, D.D.S., M.P.H. and Norman Allaway, M.S 


in Buffalo, Rochester and New York City; 
in addition, 995 children were examined : 
and their measurements recorded during 

a DMF survey made in Buffalo, New York 
schools.* 


As previously reported, the HLD 
Index is based on the actual measure- 
ments by Boley ee of five orthodon- 
tic conditions. In addition, the 
presence of cleft palate and traumatic 
deviations are recorded. The sum of 
these measurements, modified by weigh- 
ting factors, yields the HLD score. 
This report deals with the distribution 
of component measurements actually 
observed, and not with the total index 
scores. For this and other reasons, 
all component data here reported may be 
assumed to have an assigned uniform 


Table A shows the distribution and 
numbers of individuals in the two popu- 
lation groups studied. The “program” 
population are children referred for 
service under the New York State Dental 
Rehabilitation Program. This group com- 
prised a total of 2,726 children. By 
contrast, the “survey” population of 995 


weight of l. individuals constituted a “normal” school 
population believed suitable as control 
Sample Description: because they approximated the “program” 


population in age, sex, and dental 
eruption pattern, and because of the 
absence of any known pre-selection 
pattern. There are some important diffe- 
rences between these groups. The "pro- « 
gram” children were obviously pre-selec- 
ted on the basis of some orthodontic 
deviation, which brought them to the 


Measurements of 3,721 children in- 
the permanent dentition stage were 
obtained. 701 cases were measured on 
casts following review for eligibility 
in the New York State-Aid Dental Reha- 
bilitation Program by the Central 
Office staff in Albany; 2,025 measure-« 
ments were obtained directly from attention of the New York State Dental 
patients in screening centers located Rehabilitation Program. It does not 


Table A 


NUMB. F_ PERSONS B ED 


Males 


Females 


1,012 


Combined 
Sexes 1,966 

*Approved or Approvable 

**Disapproved or Not Approvable 


* The authors gratefully acknowledge the cooperation of Dr. Louis Szwejda and his 
staff from the Erie County Department of Health, Buffalo, New York, in this 
endeavor. 
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therefore constitute a calculated pro- 
bability sample. The group does how- 
ever represent residents from all areas 
of New York State and reflects varying 
socio-economic levels. 


The “survey” population contains * 
all children of comparable age groups, 
who were present in school at the date 
of the examination. 


During an independent clinical 
evaluation, each patient in both popu- 
lations was assigned either to the "A” 
group, if he was approved or potentially 
approvable under the clinical criteria 
of the New York State Dental Rehabili- 
tation Program, or to the "D” group, 
if actually or potentially disapproved 
by the above standards. This preceded 
in every instance the measuring and re- 
cording of HLD Index measurements, 
which was made by a different examiner. 
Prior knowledge of index measurements 
as a determinant of subjective clinical 
decision was rigidly avoided. Measuring 
and recording took place in other rooms 
than the clinical evaluation. 


By actual comparisons, we found no - 
practical differences between calibra- 
ted readings from patients vs. measure- 
ments on casts. Since all dental 
technology is based on the same premise, 
this finding should cause no surprise. 


The New York State Dental Rehabili- 
tation Program is flexible enough to 
accept some mixed dentition cases for 
treatment, and such cases were encoun- 
tered in both the "survey" and the 


“program” population. For the purpose 
of this study however, they have been 
carefully excluded. 


Variations between examiners measu- 
ring the same case were most frequently 
observed to be + 1 mm. 


Findings: 


Figure 1 constitutes a graphic pre- 
sentation of the median profiles of the 


"A" (Approved) and the "D" (Disapproved) 
sub-groups in the “program” population 
contrasted with the “survey” population. 
This has been done, as can be seen, for 
each of the five measurable components 
of the index; for the sake of clarity of 
presentation, both sexes have been com- 
bined in this graph. 


The following observations seem in 
order. 


e Su Pp ula Versu 
Population. 


1. In the survey population, there 
appears to be a clear distinction in the 
median values of the approvable and dis- 
approvable groups. In the "approvable”™, 
group, a relatively small number of 
persons were encountered. Millimeter 
measurements however approximate those 
of the approved "A" program group. 


2. Median values for overjet and 
overbite in the "A" and "D” groups of 
the survey population bear the same re- 
lationship to the overall median as the 
values for the respective sub-groups in 
the program population. 


Open bite and labio-lingual 
spread values appear to differ to some 
degree between "A" and "D" sub-groups, 
but show some overlap in survey vs. pro- 
gram population. 


3. If the median values of all five 
index components are regarded as group 
profiles, they show a clear difference 
between the approved “A” group and the 
disapproved "D" group, in both the sur- 
vey population and the program popula- 
tion. 


4. The curve for the disapproved 
"D" program group follows fairly closely 
that of the control “D"” survey group, 
except for much higher labio-lingual 
spread values in the program "D" group. 
Both in turn are clearly distinct from 
the approved "A" cases. The Index, 
therefore, seems to achieve discrimina- 
tion between approved and disapproved 
cases, in both the control and the pro- 
gram population. 
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Figure 1 
HLD Index of Handicapping Labio-Lingual Deviations 


Median Profiles of Groups 
Both sexes combined 


Index Component 


----- Survey Group Non-Approvable 


Survey Group Approvable 


5. Median values for disapproved 
cases in the program population show 
values somewhat higher than disapproved 
survey cases. This seems to bear out 
the assumption that they had slightly 
higher overall degrees of orthodontic 
deviations, but of a quantity or .qua- 
lity insufficient to be regarded as 
handicapping. 


6. Tables B, C, and D contrast the 
percent of individuals found in the 
approved "A" with the disapproved "D” 
group in both the survey population 
and the program population. This cal- 
culation has been carried out for each 
of the five measurable index components. 


Program Group Disapproved 
—_—— Program Group Approved 


Since the severity of an index compo- 
nent corresponds to its millimeter 
measurement, it gives the reader a 
picture of factors actually encountered 
in the two popu] ations. 


Table B and C separate the ob- 
served data by sex. In order to allow 
comparison with Figure 1 the combined 
sex values have been presented in 
Table D. 


As is to be expected, there 
were zero readings for a number of 
cases in each of the components. An ° 
overjet of 4 mm. is generally believed ~ 
to constitute the limit of normal 
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PERCENT OF PERSONS IN GROUP, BY MEASUREMENT AND INDEX COMPONENT 
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Table C 


HLD INDEX OF HANDICAPPING L ABIO-LINGUAL DEVIATIONS 


PERCENT OF PERSONS IN GROUP BY MEASUREMENT AND INDEX COMPONENT 
FEMALES 


Mandibular Protrusion 
Program Survey 
A D A D 
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range. This was exceeded in 2,590 or because it seems to demonstrate the 

70% of all cases in the study. The fallability of clinical judgment in the 
highest measurement for overjet en- series. "D" and "A" profile curves 
countered was 21 mm. Range for other here are well separated for overjet and 
index components are contained in overbite, but not for dher components. 
Table D. The curve for approved cases is strongly 


slanted towards lower values. 


Of all 3,721 patients in the 
study, only 146 patients had zero 


The value of any index is in direct 


* readings for overjet. This confirms relation to the precision with which 
7 the prevailing impression that some groupings can be obtained when it is 
overjet is to be considered “normal”. properly applied. The survey population 
in Figure 1 seems to be well separated 
B. C ncy of Observed Values. by a rather wide margin between "A" and 


"D" groups, attesting to the reliability 
Approved cases in the program popu- of index findings in both the approvable 
lation seem to show a central tendency and disapprovable groups. 
in the 8 through 11 mm. overjet range, 
whereas disapproved cases were most 


When the program population is com- 


frequently observed in the 3 through pared to this, it becomes clear the 

7 mm. range. (Teble D) The survey popu-- program accepted group does not follow 
lation presented overjet values most this expected pattern of separation. 
frequently in the 8 through 10 mm. As has been pointed out above, program 
range for approvable cases, except that acceptance was based on clinical deci- 
24% had zero readings; these appear to sions of consultants alone, so that 
have been approved for higher values in the index measurements constitute a 
other components. Considerably higher - post-facto check on the consistency 
numbers of cases in the disapprovable and accuracy of clinical judgment. It 
group of the survey population appeared was hypothesized that deflection of 

in the 2 through 5 mm. range. the curve may have been caused by 


several possible factors, among which 
Similar trends were observed regar- were: 
ding overbite, where the accepted pro- 


gram population is strongly represented l. The suspected fallability 
in the 4 through 7 mm. range and the of clinical judgment and human 
disapproved program group showed greatest error. 

density in the 2 through 6 mm. range. 

In the survey population, a much higher 2. Humane, extraneous consi- 
percentage had zero readings in the deration of social and psychologi- 
acceptable group of 33 patients. The cal factors which may have influ- 
disapprovable survey group showed den- enced the clinical decision and 
sity characteristics similar to the dis- resulted in approval for the 
approved program group. program. 


The prevalence of mandibular protru- 3. Basic differences in the 


sion is generally believed to be low. program population regarding pre- 
In fact, in both program and survey valence of index components. 
populations combined, a total of 172 or: 

4.6% of cases, showed this condition, As a result it was decided to test 


pointing out that assumption of relative the hypothesis. that clinicians bias 
rarity of mandibular protrusion coincides was responsible for the deflection of 
with our findings. the “accepted” program group curve. 
For this purpose we used the sub-group 
C. Decision Making With the HLD Index. of 701 individuals for whom measure- 
ments and clinical decisions were made 
In Figure 1, the profile curve for by the well standardized teams in the 
the approved versus disapproved program jbany Central office. This is re- 
population is especially illuminating, ferred to as the "Albany Sub-group” in 


Table D 


HLD INDEX OF HANDICAPPING L ABIO-LINGUAL DEVIATIONS 


PERCENT OF PERSONS IN GROUP, BY MEASUREMENT AND INDEX COMPONENT 
SEXES COMBINED 
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Figure 2. The results of the plotting 
of their median values are revealing. 
Values for index components in “Dis- 
approved” cases are consistently 
higher than in the disapproved survey 
population. There is clear separation 
in the curve for all five components 
between approved and disapproved cases. 
This would appear to indicate a high 
degree of sensitivity for the HLD 
Index, when independent clinical judg- 
ment is not influenced by the presence 
of pleading parents or other interested 
persons during the examination, and 
when clinical judgment is free from 
other extraneous influences. This 
freedom was indeed achieved in the 
Albany group, but was frobably much 
less maintainable in some screening 
centers. 


Discussion: 


When the HLD Index was first pro- 
posed, the hope was expressed tmt it 
might be usable as an epidemiological 
tool as well as an objective administra- 
tive device for determining eligibility 
in program operations. 


In any epidemiological effort, the 
prevalence and incidence of a condition 
is the basic object of investigation. 
Prevalence cannot be reliably determined 
in the absence of objective criteria. 
The lack of data on the epidemiology of 
“malocclusion” has often been deplored, 2 
and reasons for the peck peurty | of their 
collection have been recited.+ Recent 
research? seems to lend support to the 
conviction that"malocclusion”as an enti- 
ty is still undefined and perhaps unde- 
finable in terms of usable epidemilogi- 
cal evidence. The same is not true how- 
ever, of the visible and measurable 
components of the HLD Index, in whose 
absence “malocclusion" cannot exist. 


Any index component alone, if severe 
enough, may be sufficient to tip the 
scale even in the face of zero readings 
for other components of the Index. 

There is however usually a combination 
of multiple variants, and the inter- 
action of their measurement values may 
well explain the difficulties of the 
epidemiological assessment of "mal- 
occlusion”. Variations of considerable 
complexity must inevitably result. 


The components of the HLD Index seem 
to be sufficiently sensitive to cover 
the whole range of orthodontic condi- 
tions which could be considered “handi- 


capping”. As a result, a child appears 
most likely to be accepted in the New 
York State Dental Rehabilitation Program 
if he presents considerably higher com- 
ponent measurements than those found in 
our survey population. The survey popu- 
lation in fact is composed almost entire- 
ly of children who would be disapproved. 
(Table A) 


The data presented appear to cast 
some light also on the elusive “norm” 
concept in orthodontics which has been 
described by Simon as “a necessary and 
useful fiction".4 A "normal" patient 
population is obviously strongly repre- 
sented in the measurements of the dis- 
approvable survey population curve of 
Figure l. 


Certain comments regarding two 
aspects of the HLD Index are suggested 
by the data. These relate to: 


(1) Its value as a screening 
device for individual patients. 


(2) Its value as an epidemio- 
logical tool. 


Measurements have proved to be 
easily learned, reliable, reproducible, 
and comparable. The total HLD score 
may be found useful in separating pro- 
gram applicants into three groups: The 
non-approvable group with low total 
readings; an approvable group with high 
total values; and a group where factors 
other than index findings may be needed 
for an administrative decision. Refined 
weighting factors would be of great 
help in minimizing the "gray" area and 
in reducing false negatives and false 
positives. They are currently under 
development and will be reported in due 
course. 


In a chi-square test of results on 
the data reported, using a weighting 
factor of 1, and comparing total 
scores with clinical decision, a 
maximum level of agreement (81.5%) was 
achieved with a division at the 12-13 
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Figure 2 


HLD Index of Handicapping Labio-Lingual Deviations 
Median profile of sub-group “Albany” 
Both sexes combined 


Index Component 


Program group disapproved 
Program group approved 


Overjet 


Labie-Lingwe! Spread 


total score points; this indicates a 
high degree of correlation between the 
HLD score and clinical decision. 
(Table E) 


It was established that about 150- 
175 children could be conveniently 
measured by one examiner-recorder team 
during a normal school day of about 
five hours. 


The data obtained are objective 
actual measurements, and the same 
technique can therefore be used in 
different areas. In order to establish 
true prevalence rates for HLD Index 
components, weighting factors are not 
required, but a truly representative and 
statistically adequate sample has to be 
designed for the population at risk. 
This is a costly and time consuming pro- 
ject of major proportions, which must 
therefore be relegated to the future. 


1. 3,721 children from two popula- 
tion groups were examined for HLD Index 
components and their measurements were 
recorded. 


2. Median values for each condition 
were established and profiles for each 
of the groups were developed. 


3. Comparison of clinically evalua- 
ted groups was made on the basis of 
frequency distribution of component 
measurements. 


4. The HLD Index appears to be a 
workable and useful public health tool; 
further development will be concerned 
with a refinement of weighting factors. 
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Comparison of HLD Score and Clinical Decision for Program Acceptance 
Number of Cases Observed 


Clinical Decision 


P< .0013; score and decision are 


X2 test of independence = X2 = 1,470 


*Weighting factors of 1 for each component. 


* * & 


Dr. Draker is Assistant Director, Bureau of Dental Health, New york State 
Department of Health, Albany, N. Y. 


Mr. Allaway is Associate Biostatistician, Division of Special Health Services, 
New York State Department of Health, Albany, N. Y. 


An extract from this 
Research Section, 
April 26, 1960. 


is paper was presented at the Annual meeting of the 
American Association of Orthodontists, Washington, D.C., 
Published by arrangement. 
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Table E 
Total 
Score* Approved Disapproved Total 
12 or less 291 1,327 1,618 sale 
ae 13 or more 1,708 395 2,103 
ee Total 1,999 1,722 3,721 
associated. 


ARE DENTAL HYGIENISTS OVERTRAINED AND/OR UNDER-UT ILIZED? 


Frances A. Stoll 
New York, New York 


To answer the first part of this 
question in the affirmative is to admit 
that the millennium has been reached. 
Dental hygienists need more education, 
as all others do who work in the 
healing arts. Education is a constant 
process for them. 


The A.P.H.A. has established the 
educational requirements for dental hy- 
gienists in public health in several 
grades. The Department of Health, Edu- 
cation and Welfare has provided trainee- 
ships for the purpose of meeting these 
educational standards. The dental pro- 
fession has been slow to accept pro- 
fessional auxiliary personnel and the 
education of dental hygienists was held 
to a minimum until 1947. 


It is evident, that the potential 
services that may be rendered by 
hygienists“to the dental profession and 
the population remain unexplored. It 
is the prerogative of organized dentist- 
ry to decide what further contributions 
dental hygienists may make toward better 
dental health for the population. 


David F. Striffler 
Santa Fe, New Mexico 


/ 

} Most state laws confine hygienists 
to coronal prophylaxes and some do not 
permit them to apply fluoride or expose, 
radiographs. These restrictions, plus 
the scarcity and short worklife of the 
Clinical hygienist, would not seem to 
justify a two-year training period. 
(However, such is not the case with a 
hygienist employed as a teacher or in 
public health.) 


(If medicine were as restrictive with 
nurses as dentistry is with hygienists, 
hospitals would be in chaos. ‘‘It would 
seem that with careful exploration and 
experimentation by responsible institu- 
tions the role of the clinical hygienist 
could be expanded. 


rare; 
| 


Esther M. Wilkins 
Seattle, Washington 


Dental hygienists in private prac- 
tice are definitely under-utilized even 
within the scope of present laws except 
in a relatively few offices where they 
participate in the total practice to 
provide preventive dental hygiene care 
and instruction for all patients in a 
systematic recall procedure. 


Periodontal diseases are widespread. 
To the extent of present knowledge, two 
of the most effective preventive 
measures for periodontal diseases (pre- 
disposed by local factors) can be per- 
formed by the dental hygienist, namely, 
routine thorough oral prophylaxis (par- 
ticularly removal of all calculus 
and routine daily personal 
care by the patient resulting from 
personalized instruction and supervi- 
sion bythe dental hygienist. In addi- 
tion there is the important dental 
hygiene care and instruction for the 


maintenance phases of periodontal 
patients. 


For dental caries prevention, the 
dental hygienist provides topical appli- 
cation of fluoride solution at 
appropriate intervals and personal in- 
struction for developing dietary and 
personal habits conducive to caries pre- 
vention. Polishing of restorations 
also contributes to the prevention of 
recurrent dental caries and periodontal 
disturbances. 


When the dental hygienist thoroughly 
performs these time-consuming activities 
as well as the fact-finding services 
related to the preparation of patient 
history, oral inspection records, radio- 
qw 9Faphs, and dental and periodontal 


\ chartings, she can be employed full timen. 


at optimum utilization. At present, 


dental hygienists are not overeducated 
for the detailed intricate skills re- 
quired for these clinical and instruc- 
tional services - provided a complete 
dental hygiene program is in effect in 
the practice in which she associates. 


Elizabeth M. Warner 
Washington, D. C. 


If providing oral prophylaxis were 
the sole objective of the dental hygie- 
nist's services in the private dental 
office, both dentists and dental 
hygienists would agree that the ability 
to perform this technical procedure can 
be mastered in less time than two acade- 
mic years. If, however, her services 
include patient education in dental 
health information and oral hygiene 
practices, then dental hygiene educators 
will verify that the two-year curriculum 
must be skillfully planned to provide 
the hygienist with the necessary know- 
ledge and understanding of dental theory 
to perform this important task effective- 
ly. The dental hygienist is under-uti- 
lized only if her time is dissipated 
among office duties which could be 
assigned to an unlicensed auxiliary, or 
if oral hygiene maintenance for all 
patients has not become a routine part 
of dental health service in the office. 


In dental public health programs, 
where there are many areas of activity 
in which the dental hygienist can serve, 
there still is wide-spread, wasteful 
under-utilization of the potential 
capabilities of the trained public 
health dental hygienist. 
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URE Vi 
PREPAYMENT PLANS _FO 
HOSPITAL CARE 


Mannix, John R. 
J. Oral Surg.,Anest. & Hosp. D. Serv., 
Vol. 18, May, 1960 


Mr. John R. Mannix, Executive Vice- 
President, Blue Cross of Northeast 
Ohio, presented this paper at the 
August, 1959, Annual meeting of the 
American Hospital Association. Per- 
haps more remarkable that the paper it- 
self is the fact that it is deemed 
suitable for publication in a dental 
journal although dental care is not 
itself a major subject of discussion. 
This is just one more bit of evidence 
that dentistry is awakening to the 
social and economic forces which will 
help shape the future pattern of dental 
care and, therefore of dental practice. 


The paper itself is based on the 
premise that the excellence of our 
health services has been achieved 
through our system of private practice 
coupled with voluntary hospitals and 
that the continued excellence of these 
services is dependent on the survival 
of that system. Mr. Mannix looks upon 
the prospect of compulsory, govern- 
mental health insurance as a clear 
threat to the private practice of the 
health services as well as the volun- 
tary hospital system. 


But Mr. Mannix acknowledges that 
our present voluntary framework has 
serious weaknesses and he fears that 
unless these gaps are filled govern- 
mental control will be inevitable. He 
therefore makes a strong plea that the 
American Hospital Association, prefer- 
ably with the help of the American 


Medical Association and the American 
Dental Association, take the leader- 
ship in correcting these defects by 
initiating one complete and broad pro- 
gram of voluntary health services. 
Such a program would not only eliminate 
gaps but would remove much of the con- 
fusion and inequity which exists by 
virtue of the multiplicity of current 
programs including 80 different Blue 
Cross plans, 70 Blue Shield plans and 


six national organizations. 


Accordingly, Mr. Mannix suggests the 
creation of the American Blue Cross 
through congressional charter. He invi- 
sages this as a voluntary, nation wide 
organization sponsored by hospitals, 
medicine and dentistry with representa- 
tion from agriculture, labor and manage- 
ment. It is his further hope that the 
program emerging from such an organiza- 
tion will provide the broadest type of 
health coverage for all segments of the 
population and that it will do so within 
the voluntary, free-choice framework 
which he would preserve. He would pro- 
vide service rather than indemnification 
with complete reciprocity among all 
local plans. All types of conditions 
would be covered and hospital benefits 
would carry no time limitation. Included 
would be home care services, comprehen- 
sive medical and dental care. In short, 
the only exclusion would be occupational 
injury or disease and care in govern- 
mental hospitals. 


It is certainly difficult to find 
fault with Mr. Mannix in his objective 
of extending voluntary prepayment health 
services and through coordination of 
eliminating the patchwork pattern of 
existing plans. It would seem, however, 
that aside from the organizational 
problem involved, the provision of such 
all-inclusive coverage to all groups 
must substantially increase premium 
rates which have already been greeted by 
resistance in some quarters. This is 
particularly true since Mr. Mannix in- 
sists that hospitals, physicians and 
dentists “must be paid adequately for 
their services”. It is difficult to see 
how some segments of the population could 
avail themselves of such health coverage 
without substantial financial support or 


80 


encouragement from unions, employers and 
government. 


All this is not to say that Mr. 
Mannix’ concept is completely unrealis- 
tic and, therefore, inoperable. His 
aims and even his specific approach seem 
appropriate and some such dynamic pro- 
gram is called for. However, isn't this 
same type of objective achievable with 
selected government support. We can 

cite many government-supported health 
programs, particularly in the field of 
rehabilitation, which have been charac- 
terized by the best type of care to the 
patient and freedom for the private 
physicians, dentists and other vendors 
of such services. 


With this major qualification the 
author's suggestions are endorsed and 
it would certainly seem appropriate 
and necessary that the American Dental 
Association take an active part in the 
development of such a comprehensive 
health program for Americans. 


Arthur Bushel 
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HOW _A COMPREHENSIVE PHYSICIANS'* 
SERVICE PLAN AFFECTS THE ACTIVITIES OF 
COMMUNITY HEALTH AGENCIES 


Sinai, Nathan, Ph.D. 
Writing In: 
Health Information Foundation 
Annual Report to 
the Board of Directors, 1959-1960 — 


"Those who live and work in the tur- 
bulent atmosphere of medical economics 
should seek the serenity of Windsor, 
Ontario. There, contrary to the many 
timidities that retard progress else- 
where, a voluntary medical plan offered 
by the profession continues to gain 
strength as a powerful community insti- 
tution. It plays no politics other 
than the wise politics of giving people 
the privilege of buying what they want- 
comprehensive physicians’ services. 
There is no intra-medical strife, there 
are no accusatory exchanges with orga- 
nized labor. Though within sound of 


breaking medical economic waves and a 
boiling medical economic surf, Windsor 
Medical Services (WMS) carries out its 
purposes with poise and calm. The 
medical services of over 300 physicians 
continue to be offered without limits 
and without “deductibles,” those 
questionable “controls” that signify a 
lack of actuarial and administrative 


self-confidence.” 
& 


HEALTH SERVICE UNDER SCRUTINY 


New Statesman 
59(1520):628-32, April 30, 1960 


The National Health Service Act, 
1946, gives the Minister of Health the 
duty of establishing “a comprehensive 
health service designed to secure im- 
provement in the physical and mental 
health of the people ... and the pre- 
vention, diagnosis and treatment of 
illness,” such service to be free of 
charge. What health care existed 
before 1946 was incomplete and undirec- 
ted, with the state accepting responsi- 
bility for only minimum services. 


The inception of the National 
Health Service did not solve all these 
defects. As enacted, it failed to link 
curative and preventive services, to 
provide standards to measure the 
efficiency of general practice, to en- 
sure effective control of the supply of 
drugs and medicine, and to eliminate 
the possibility of two standards of 
treatment within the Service itself. 
Soon after its inception, economic 
difficulties caused the abandonment of 
all but the most limited experiment in 
health centres and the drastic curtail- 
ment of hospital building. Charges 
have been introduced and extended for 
essential requirements and the scope 
of the Service has been curtailed. It 
is consistent with the Service's blind 
side on preventive medicine that phar- 
maceutical research has been left 
largely to private firms. 


The Health Service has not succeed- 
ed in establishing close contact with 
the patient. Many people will put off 
needed care because they feel they will 
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rights are, or where to complain. 


The average doctor has not the time, 
incentive, or facilities to specialize. 
Contact with the hospitals is slight and 
informal, with the doctor losing sight 
of his patient often at the critical 
stage of treatment. His place of work 
is makeshift, his equipment barely ade- 
quate. His relationship with his 
patients is impersonal and remote. These 
factors are largely due to an excessive 
number of patients per doctor, which is 
the usual state of affairs under the 
capitation system of remuniration. 


Employment of the general practi- 
tioners on a salary basis in state-owned 
health centres is suggested as a possible 
solution. A system of inspection to 
maintain standards would be easier to 
operate under such a paid service. The 
capitation system is inherently competi- 
tive and does not facilitate cooperation 
between doctors. It adds to the diffi- 
culty of interchange between general 
practice and the hospitals. Substitution 
of a salaried service would reduce these 
difficulties. Construction of local 
health centers for medical, dental and 
pharmaceutical services would permit 
practice in suites properly designed, 
with resources of pooled equipment, co- 
operation with colleagues, contact with 
other r..nbers of the health team, and 
secretarial assistance. 


The Service has always been a target 
for the lobby of reduced public spending. 
The reason for cutting down at any parti- 
cular time has never stood up to detailed 
examination. The conclusion of the 
Guillebaud Report in 1956 was that 
charges of widespread extravagance were 
not borne out. 


The imposition of dental and other 
charges was intended to give patients an 
incentive to use the Service prudently 
by attaching a cash value to certain 
items of treatment. Many put off a 
visit to the dentist because of the 


charges for dental treatment and 


appliances. 


The National Health Service does 
not exclude the patient's obtaining 
better facilities upon payment. Pro- 
visions are made for private beds in 
hospitals. Doctors participating in 
the Health Service are not excluded 
from private practice. A higher 
standard of appliance can be obtained 
upon extra payment. The ethical basis 
of two standards is assailable because 
public and private treatment cannot be 
divorced. In effect, the National 
Health Service subsidizes vorivate 
practice and participation. Time given 
private patients may deprive Health 
Service patients of the attention they 
need. However, the financial basis 
cannot be completely divided. Private 
patients receive unfair advantage in 
obtaining a hospital public bed more 
easily than National Health Service 
patients. As long as private treatment 
would prejudice the treatment of the 
National Health Service patient, those 
receiving it should pay the full cost, 
as far as possible, with the treatment 
facilities and doctors separated from 
the National Health Service. 


Although attention has been drawn 
to its manifest defects, the National 
Health Service has served the nation 
well. It has eliminated the grosser 
abuses of general practice and provided 
machinery whereby medical and hospital 
facilities are more evenly distributed 
and have shown notable improvements in 
quality and quantity. Over a wide 
range of care, there is no barrier to 
anyone obtaining treatment of the 
highest standard. 


Cornelius M. Bowen 


PARADISE LOST 


Bad teeth are keeping Tahitian 
maidens from playing opposite Marlon 
Brando in the remake of “Mutiny on the 
Bounty." Scouts are now checking Poly- 
nesian beauties (and their teeth) in 


Hawaii. 
Newsweek. 
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Meeting 


DENTAL HEALTH SECTION The Dental 

OF THE APHA ANNOUNCES Health Section 

THE 1960 SAN FRANCISCO of the Ameri- 

PROGRAM can Public 
Health Associ- 
ation will 


hold its annual meeting in San Francisco 
on October 31 through November 4, 1960. 
Its program promises to be outstanding. 


Guide Lines For Successful Dental 
Programs For Children 


A joint session of the Dental 
Health Section with Public Health Nur- 
sing, Maternal and Child Health, and 
the School Health Section of the Ameri- 
can School Health Association will con- 
sider "Guide Lines for Successful 
Dental Programs for Children”. The 
moderator for the session will be 
Dr. Harry Bruce, Jr. Three formal 
papers will be read by Dr. Wesley O. 
Young on “Prevention”, by Miss Elizabeth 
M. Warner on "Dental Health Education", 
and by Dr. Albert Trithart on “Dental 
Treatment and Care”. Following the 
formal presentation, an expert panel 
will discuss the papers presented. The 
discussion will then be thrown to the 
audience. 


"Intradisciplinary Communication 
Problems” is another topic to be con- 
sidered as a joint effort of the Dental 
Health Section with other sections. 

Dr. Godfrey Hochbaum for the Public 
Health Education Section will be in 
charge. : 


Besides the joint sessions described 
above, the Dental Section is planning 
independent sessions. The first one is 
entitled: "What's New In Dental Re- 
search". It will be moderated by 
Dr. Reidar Sognnaes, newly appointed 
Dean of the University of California 
School of Dentistry at Los Angeles. 

Dr. Wendell Wylie, Assistant Dean and 
Professor of Orthodontics at the Univer- 
sity of California (San Francisco) will 


discuss “Clinical Dentistry Research". 


Dr. Frank Law will discuss "Dental 
Public Health Research". Dr. Seymour 
Kreshover from the National Institute of 
Dental Research will discuss “Basic 
Science Research". 


“Topical Fluoride Evaluation” will 
be the topic of the second session and 
is going to be moderated by Dr. Donald J, 
Galagan. Taking part in this presenta- 
tion will be Dr. Sholom Pearlman and 
Col. Norman O. Harris, from the Experi- 
mental Dentistry Branch of the School of 
Aviation Medicine, and Dr. John K. 
Peterson. 


The Dental Health Section luncheon 
is to be favored by an outstanding guest 
speaker. Dr. Byron S. Hollinshead, 
Director of the Commission of the Survey 
of Dentistry will present a progress re- 
port on “The Survey of Dentistry". A 
business session will be held on Monday 
afternoon. The committee sessions, all 
of which are of the utmost importance to 
members,deal among others with: 


Dr. John Frankel's anticipated re- 
port on the Dental Public Health Prac- 
tice Manual; 


The Committee on Research, chaired 
by Dr. Frank Law, on “Census of Dental 
Public Health Research". 


Among other developments, a report 
will be given by Dr. Wesley O. Young of 
Idaho on the Ad Hoc committee on 
“Federal Catagorical Grants-in-Aid". 
The membership committee under 
Dr. Norman F. Gerrie has been quite ac- 
tive, and the number of new applications 
have already been submitted. The Dental 
Health Section is still the smallest 
section of the APHA and the drive for 
membership is continuing. Any person 
who is interested in public health may 
become a member. The committee on local 
arrangements chaired by Dr. Lloyd F. 
Richards of California, is planning a 
social hour in cooperation with the 
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Among the important issues which 
will come up for consideration at the 
meeting of the AAPHD in Los Angeles 
will be a statement of the objectives 
of the Association. The assignment of 
the responsibility to frame these ob- 
jectives was given to a special com- 
mittee made up of the members of the 
Constitution and By-Laws and the mem- 
bership committee under the chairman- 
ship of John H. Frankel. 


This committee working through the 
difficult medium of correspondence 
among themselves, have submitted the 
following objectives for consideration: 


1. To promote knowledge, under- 
standing, and appreciation of dental 


public health within organized dentistry. 


2. To provide a medium of liaison 
between the public health dentist and 
organized dentistry. 


3. To provide a medium for the ex- 
change of knowledge, ideas, and infor- 
mation and the dissemination of same 
within the dental public health pro- 
fession and organized dentistry. 


4. To promote the modernization 
and improvement of the practice of 
dental public health. 


5. To give support to local dental 
public health programs and personnel 
and to foster new local programs where 
feasible. 


6. To promote the continued im- 
provement in dental services provided 
in all publicly supported dental care 
programs. 


The Committee was composed of the 
following: 


ASSOCIATION AFFAIRS 


Harry Bruce 
John Frank 
Donald Galagan 
Charles Howell 
Carl Sebelius 
David Striffler 
John Zur 


Apologies are due to Dr. Lloyd F. 
Richards, Chief, Division of Dental 
Health, Department of Public Health, 
Berkeley, California. 


On page 36 of the Summer, 1960 
issue of "Public Health Dentistry", item 
4b has created the erroneous impression 
that Dr. Striffler was Chairman of the 
Program Committee. Both Dr. Striffler 
and the Editor are anxious to correct 
this impression. Dr. Striffler was 
merely reporting as a member of the 
Committee in Dr. Richards' absence. 

Dr. Richards is the Chairman of the 
Program Committee and has worked very 
hard and diligently in making our 
session a full success. 


NOMINATING COMMITTEE REPORT 
to be presented 
October 16, 1960 in Los Angeles 


For President-elect - 
Charles L. Howell 
For Secretary-treasurer - 
Albert H. Trithart 
For Executive Council - 
QO. M. Seifert "63 
Charles J. Gillooly ‘63 


Submitted by: 

Richard C. Leonard 
Roy D. Smiley 

Polly Ayers, Chairman 
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What is News — and Where 


U. S. PUBLIC HEALTH SERVICE 


Reorganizing Plans in Progress in 
Public Health Service 


In accordance with the Surgeon 
General's recent reorganization report, 
plans are progressing for the consoli- 
dation of the divisions of Dental 
Public Health and Dental Resources, 
which will become effective September 1. 
Dr. Donald J. Galagan has been desig- 
nated as Chief of the new Division be- 
ginning September 1. At the present 
time, Dr. Galagan has appointed a work 
committee of representatives from both 
divisions to complete the arrangements 
for consolidation. A report from this 
group is expected by mid-August. 


Gale Coons, Chief, Health Education 
and Information, is returning to 
Indiana August 15 to assume the posi- 
tion of Executive Secretary for the 
Indiana State Dental Association. 


Dr. Earl Hewitt, Dental Trainee, 
Region IV, Atlanta, Georgia, will 
attend the University of North Carolina 
School of Public Health, where he will 
study for an MPH degree. 


Dr. Gunnar Sydow, Chief, Ecological 
Studies Section, Central Office, will 
attend the University of North Carolina 
School of Public Health, this coming 
school year where he will be enrolled 
-4in a special epidemiology course of 
study. This is public health training 
beyond the MPH for Dr. Sydow. 


Dr. James Lovett, Dental Trainee, 
Region VII, Dallas, Texas, will attend 
the University of Michigan, School of 
Public Health, beginning this fall to 
study for an MPH degree. 


Dr. John Greene, Assistant to the 
Chief Dental Officer, Central Office, 
will attend the University of Califor- 
nia, School of Public Health, Berkeley, 
California, where he will study for an 
MPH degree. 

Dr. John Frank, Assistant for 
Special Reports, Central Office, has 
been assigned to the Division of Radio- 
logical Health. This summer Dr. Frank 
is attending a special radiological 
health course in St. Louis. In Septem- 
ber Dr. Frank will begin study at a 
school of public health for an MPH 
degree. 


Dr. James Putnam, Chief, Program 
Support Services Section, Central Office, 
has been assigned to the Chronic Disease 
Program. Dr. Putnam began his duties ag 
dental consultant for this program on 
August l. 


Dr. Marvin Sheldon, Dental Consultant 
Chronic Disease Program, Central Office, 
left active duty in the Public Health 
Service to re-enter private practice. 
Dr. Sheldon will also supervise a course 
in public health at Howard University 
Dental School. 


Dr. Charles Gillooly, has been 
assigned to Region II, New York, as 
regional dental consultant effective 
June 30, 1960. 


Dr. Fred Lewis, Jr., has been assign- 
ed to Region VII as regional dental con- 
sultant effective June 19, 1960. 


Dr. Selvin Sonken, has been assigned 
to Region VII, Dallas, Texas, as a 
dental trainee effective August 14,1960. 
This is a reassignment for Dr. Sonken 
from the Division of Hospitals, Bureau 
of Medical Services. 


Dr. Edward Campbell has been 
assigned to Region III, Charlottesville, 
Virginia, as a dental trainee effective 
June 30, 1960. This is a reassignment 
for Dr. Campbell from the Division of 
Hospitals, Bureau of Medical Services. 


Dr. Daniel Whiteside, Dental Surgeon 
Central Office, will attend the Univer- 
sity of North Carolina, School of Public 
Health this year to study for an MPH 
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degree. Dr. Whiteside has been re- 
assigned from Indiana Health. 


Dr. Christopher Kennemer, Dental 
Surgeon, Central Office, will attend 
the University of Michigan,. School of 
Public Health this year to study for 
an MPH degree. Dr. Kennemer has been 
reassigned from the Division of Hospi- 
tals. 


Dr. Wayne Jamenson, Dental Surgeon, 
Central Office, will attend the Univer- 
sity of California, School of Public 
Health, to study for an MPH degree. 

Dr. Jamenson has been reassigned from 
the Division of Hospitals. 


Drs. George Mitchell, Dental 
Surgeon, Hershel Horowitz, Dental Sur- 
geon Reserve, and Dale Podshadley, 
Dental Surgeon, received MPH degrees 
June, 1960 from the University of 
Michigan, School of Public Health; they 
are now assigned to the Central Office. 


N. F. Gerrie 
& & 
MARYLAND 


The erection of a new $2,500,000 
building for the Baltimore College of 
Dental Surgery, Dental School, Univer- 
sity of Maryland is included in 
recently announced plans for the ex- 
pansion of facilities of the Universi- 
ty's Baltimore Schools. In addition 
to anticipated improvement of facili- 
ties for undergraduate dental training 
the new building will provide space for 
the establishment of a sxhool for 
training dental hygienists. The 
announcement did not specify dates for 
the construction. 


With tongue in cheek the Division 
of Dental Health, Maryland State De- 
partment of Health wishes to advise 
U.S.P.H. Service dental personnel that 
the Division is now prepared to provide 
specific directions for reaching the 
new location of S.S.S. 


Dr. William P. Kroschel, President- 
elect of the A.A.P.H.D. conferred with 
ex-editor Leonard in Baltimore early 
in July. Organization policies and the 
L. A. meeting were discussed. 


There will be an opening for a 
dental hygienist in a Maryland county 
adjacent to Washington, D.C. in 
November. Anyone interested may write 
either Dr. Richard C. Leonard, 301 West 
Preston Street, Baltimore 1, Md., or 
Dr. Robert Averbach, Prince George's : 
County Health Department, Cheverly, ae 
Maryland. Licensure in Maryland is a 
requisite to employment. 


Studies relative to radiation situ- 
ations in dental offices are nearing 
completion in two Maryland counties. 
Personnel of the Maryland State Depart- 
ment of Health and two county health 
departments, assisted by others from 
the U.S.P.H. Service have conducted 
the studies. One of these studies was 
preceded by an intensive investigation 
in the Department of Roentgenology of 
the Baltimore College of Dental Surgery, 
Dental School, University of Maryland. 


Free from any editorial worries Dick 
and Margaret Leonard vacationed in Maine 
in August. Enroute home they spent a 
few days on Block Island, Rhode Island. 


The dental needs of the aged in 
chronic disease hospitals and nursing 
homes in Maryland will be investigated 
in coming months. The study will involve 
a survey of a majority of the 197 nursing 
convalescent and care homes licensed by 
the State Department of Health's Division 
of Hospital Services. These licensed 
homes have facilities (i.e. beds) for 
6,684 persons. The survey of dental 
needs will be conducted by personnel of 
the Division of Dental Health, Maryland 
State Department of Health, by full- 
time dental personnel in Baltimore City 
and more populous counties, by volunteers 
from among the dental profession and, 
possibly, by loaned personnel from the 
U.S.P.H. Service. Completion of the 
study is hoped for by mid-196l. 


Dr. Harry W. Bruce, Jr. spent July 
2lst in Baltimore conferring with 
Richard C. Leonard on various facets of 
the Maryland dental health program. 

R. C. Leonard 
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NEW _YORK 


Dr. David B. Ast, Dental Director, 
New York State Department of Health, 
has been requested by Dr. C. Gordon 
Watson, Assistant Secretary of the 
American Dental Association to serve 
as the American Dental Association's 
representative on the National Health 
Council's National Advisory Committee 
on Local Health Departments. 


Supervising School Dentists Organize 


An organization of dentists who 
act as supervisors of dental hygiene 
teaching programs in New York State has 
recently been formed. The organiza- 
tional session took place in conjunc- 
tion with the Buffalo meeting of the 
New York State Society of Dentistry 
for Children. Officers are: 


Hugh T. Keenan,Corning, President; 

Charles F. Beck, Tarrytown, 
President-Elect; 

Edward D. Evans, Hamburg, Vice- 
President; 

Anthony A. Malfitano, Syracuse, 
Secretary-Treasurer. 


Membership is open to all interes- 
ted dentists whether or not they are 
serving as school supervisors. 


FLORIDA 


Dr. Floyd H. DeCamp, Dental Direc- 
tor, Florida State Board of Health 
reports that he is preparing to leave 
New York on August 2nd for a five-week 
trip in Europe. While there he plans 
to attend the 100th Anniversary 
Meeting of the Swedish Dental Society, 
August 17-20. He hastens to add that 
this is a vacation, not an official 
trip as a representative of organi- 
zed dentistry. This will be Dr. De- 
Camp's third trip to Europe since 1955 
but his first trip to the northern 
countries. 


Dr. DeCamp also reports that the 
“Timely Topics Bulletin" of the 


Florida State Board of Health, which 
goes to about 4,000 known diabetics, 
featured a special issue on dental care 
for diabetics. It was written in terms 
which would readily be understood by 
lay persons. 


Copies presumably are available by 
writing to P. 0. Box 210, Jacksonville, 
Florida, and asking for the July, 1960 
issue on "Diabetes and Dentistry”. 


NORTH DAKOTA 


Dr. John K. Peterson, Dental Director, 
North Dakota State Department of Health 
reports that he would like to thank the 
Dental Directors to whom he sent a 
questionnaire on topical fluorides. 

47 out of 50 were returned. 
(What did you find out, John?-Ed. ) 


&@ & & 


UTAH 
Dr. Dalgleish Undergoes Surgery 


Dr. Dalgleish of the Utah State | 
Department of Health is making satis- 
factory recovery from a recent opera- 
tion. He writes that his activities 
are still restricted and that he is 
not able to travel. Consequently, he 
will not be able to attend the meeting 
of the Western State Dental Directors 


at Tahoe City. V. L. Diefenbach 
oe 
CALIFORNIA 


Western State Dental Directors Meet 


Dental Directors of Public Health 
Service, Region VIII and IX met at 
Squaw Valley Lodge, Squaw Valley, 
Tahoe City, California, August 9-13, 

Dr. David M. Witter acted as Pro- 
gram Chairman, and Dr. Lloyd F. 
Richards of the California State 
Department of Public Health was General 
Chairman. 
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COLORADO 


Colorado's Dental Future Looks 
Promising 


Applicants for dental licenses in 
Colorado have increased to a point 
where the supply now equals the need, 
but the distribution of dentists still 
continues to be a problem, according to 
Dr. Matteroli, President of the Colora- 
do State Dental Association. Because 


much of the State area is mountainous, ~ 


travel is often difficult for rural 
people to travel to obtain dental care. 
Periodic tabulations however, compiled 
by the Colorado Dental Association, of 
the ratio of dentists to population by 
counties, indicate that there are 

areas in Colorado offering good oppor- 
tunities for dental practice. 


Many areas in Colorado contain 
natural fluorides in optimal amounts 
and consequently, Colorodoans are 
blessed with the dental benefits de- 
rived. In many areas where fluorides 
are naturally deficient, fluoridation 
programs have been instituted. The 
success of the overall fluoridation 
program may be judged by the fact that 
96% of the people in the State now re- 
ceive the benefits of fluoride in their 
drinking water. 


Dr. Downs in New Health Department 
Quarters 


Dr. Robert Downs and his staff have 
taken up residence in modern quarters 
in the recently completed Colorado 
State Health Center. The new building 
will bring all facilities of the State 
Health Department under the same roof 
for the first time in ten years. Dedi- 
cation of the building will be some 
time in late August. Dr. Downs’ new 
address is: 


4210 E. llth Avenue 
DUdley 8-5801 


V. L. Diefenbach 


Address: 
Phone : 


defects. 
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CONNECTICUT 


The City of Hartford is undertaking 
a base-line dental caries study in the 
Fall of 1960. The greater Hartford 
area has been fluoridated since 
January 21, 1960. 


The survey will also look into 
gingival conditions (normal, mild, or 
severe inflamation) and will seek to 
obtain information on orthodontic 
A team of six school dentists... 
will be carrying out the examination. 


Active planning is proceeding with 
reference to the establishment of a 
dental school as part of the Univer- 
sity of Connecticut. $1.5 million have 
been received for this purpose from a 
foundation, and an intense effort is 
being made to obtain other funds. The 
University of Connecticut has drawn up 
a tenative schedule of planning a two- 
year medical school which would reach 
construction stage by 1963. It is not 
until after a two-year medical school 
has been built and is operating 
smoothly, that thought will be given 
to a four-year medical school. Some 
time after that a dental school would 
be founded. 


Dr. Leonard F. Menczer is Secretary 
of the New England Conference on Dental 
Education, Connecticut Section, which 
is in the forefront of voluntary effors 
along these lines. 

Ls Fe Menczer 


2 @ 


IDAHO 


Dental Education Research Project In 
Idaho 


The Dental Health Section, of the 
Idaho State Board of Health, has ini- 
tiated a Dental Education Research 
Project to train dental assistants. 

The -project is a cooperative agreement 
between the Idaho Dental Health Services 
and the Division of Dental Resources 
Public Health Service. 


The purpose of the project is to 
determine whether or not an intensive 
training program of several months 
duration is adequate to train competent 
dental assistants, and to study the 
type of training program that is most 


effective in meeting the needs for 
training qualified dental assistants. 


The duration of the project to 
train dental assistants in Idaho is 
expected to be 34 years, commencing 
January 1, 1960, subject of course, to 
the availability of funds each year. 
Clinical instruction will be given in 
Nampa and the academic phases will be 
given at the Boise Junior College. The 
first class of students will be en- 
rolled this September. 


Idaho Dental Director Receives Sippy 
Award 


Oné of the outstanding events of 
the Western Branch Meeting of the APHA 
was the presentation of the Sippy 
Memorial Award to Dr. Wesley O. Young, 
Idaho Dental Director, at the Conven- 
tion Banquet. This is the first time 
the award has ever been given to a 
dentist. 


Utah Professor Serves as Consultant to 
Idaho 


As a result of Dr. Yourg's request 
through the Denver Regional Office, 
Dr. Bernice Moss, Professor of Health 
Education, University of Utah, served as 
a special consultant for the Public 
Health Service at a Joint Committee 
Meeting of the Idaho State Department of 
Education and the State Department of 
Health in Boise, July 26-28. As head of 
the Child Health Section, Idaho State 
Board of Health, Dr. Young is responsi- 
ble for State Health Department activi- 
ties in school health, and is a member 
of the Joint Committee. 


Dr. Moss has an excellent background 
in health education and has had conside- 
rable experience in the education field. 
During her participation in the meeting, 
she offered many fine suggestions and 


was most helpful in assisting the Joint 
Committee plan new projects which in- 
clude a new curriculum guide for use in 
the Idaho Public Schools. 


V. L. Diefenbach 
* * & 


MONTANA 


Dental Director Named to National 
Committee 


Dr. A. H. Trithart, Dental Director 
of the Montana State Board of Health, 
has recently been appointed to the 
Health Services Committee of the Ameri- 
can College of Dentists. The Health 
Services Committee of the College 
believe that more efficient and effec- 
tive utilization of auxiliary personnel 
would perhaps result in better dental 
health services to the American people. 
Dr. Trithart has been assigned to the 
group who are to study and identify 
services which may be performed by 
auxiliary personnel. 


COSTEP Student Selected for Montana 


Mr. Roy A. Wilko, a dental student 
from Columbia University, has been 
assigned as a summer COSTEP student for 
Region VIII. Mr. Wilko will be spon- 
sored by the Division of Radiological 
Health of the Public Health Service. 

He will be assigned to the Montana 
State Board of Health to assist in com- 
pleting the dental x-ray monitoring 
project. 


Billings to Become Area Office, DIH 


The former sub-area office in 
Billings has been designated an area 
office of the Division of Indian Health, 
to serve 25,500 Indians living on reser- 
vations in Montana and Wyoming. There 
will be four Indian Hospitals, as well 
as several field clinics, in the 


Billi Area. 
V. L. Diefenbach 
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TENNESSEE 
Dr. Collier Joins Staff 


Dr. Durward R. Collier joined the 
staff of the Dental Division August l. 
Dr. Collier received his B.S. degree 
from Mississippi State, his D.D.S. from 
the University of Tennessee and his 
M.P.H. from the University of Michigan. 
He served as a dental extern in West 
Tennessee in the spring of 1957; was 
director, Division of Dental Health in 
Arkansas for about one year, and in 
private practice in Brandon, Mississippi 
before returning to Tennessee. He is 
working out of the central office in 
Nashville and will be the dental 
officer for several Middle Tennessee 
counties. Dr. Collier is married and 
has two children. 


Fluoridation 


Two more places have started fluo- 
ridating their water supplies making a 
total of 51 plants in Tennessee serving 
about one million persons adjusting the 
fluoride content of the water. 


Dr. Stone Addresses North Dakota 
Association 


Dr. John Stone of Knoxville 
addressed the North Dakota State Dental 
Association in September. His subject 


was “Effective Utilization of Chairside 
Dental Assistants”. ; 


Evaluation Conference On Dental Guide 
For Teachers 


Twenty teachers from Bradley, 
Carroll, Wilson and Washington counties 
and Johnson City, Cleveland and Leba- 
non city school systems participated 
in a workshop June 27-July 1, to re- 
vise the Dental Guide. This revision 
was made in accordance with suggestions 
made by the four hundred teachers who 
had pretested it during the past school 
year. It is hoped that final editing, 
publishing, and distributing to the 
counties can be accomplished by 1961. 


C. L. Sebelius 


NOR ROLINA 


Epidemiological Research In North 
Carolina 


The Department of Epidemiology of 
the School of Public Health of the 
University of North Carolina, in co- 
operation with the Division of Oral 
Hygiene of the North Carolina State 
Board of Health, is engaged in a study 
of the natural history of dental 
diseases in North Carolina. 


A stratified random sample of 
North Carolina households has been 
selected, and the study plan calls for 
local and State public health dentists 
to visit households and to give com- 
plete dental examinations to all 
members of each household visited. A 
questionnaire will be used to obtain 
data regarding various biologica! and 
social characteristics of the household 
members as well. 


The project is designed to yield 
the first description of dental condi- 
tions, both normal and pathological, 
in terms of standard definitions and 
measurements, which are representative 
of a large State population. New 
knowledge of the principal dental 
health problems and new insights into 
the associations of pertinent family 
and social variables with dental 
diseases will be gained from this 
study. 


The participating public health 
dentists attended a seminar at The 
University of North Carolina School of 
Public Health from August 15 through 
August 26, to receive specialized 
training in the methods and techniques 
to be used in collecting the data for 
the study. The visits to households 
by dentists are to be ccordinated with 
the routine assignments of the public 
health dentists, and are an extension 
of their regular duties. It is esti- 


mated that, under these arrangements, 
the field work will require about 
eighteen months for completion. 
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Dr. John T. Hughes is back on the 
staff of the State Board of Health. On 
July 1, 1960, Dr. Hughes assumed his 
duties as Assistant Director of the 
Division of Oral Hygiene. 


Dr. Hughes served as a public 
health dentist on the staff of the 
Oral Hygiene Division from May, 1955 
to September, 1957, at which time he 
was granted a leave of absence to 
enter the School of Public Health of 
the University of North Carolina. 

Dr. Hughes received the degree of 
Master of Public Health in 1958. 
During the past two years he has been 
working toward his doctorate in Public 
Health, specializing in the field of 
Dental Epidemiology. 


Seminar in Dental Public Health Held 
In Raleigh 


State pental Directors of Virginia 
and North Carolina have long recognized 
that many dentists enter public health 
programs for periods of only one or 
two years before going into private 
practice, and that the recent dental 
graduate has had little or no training 
in public health dentistry. It was 
felt strongly that staff dentists of 
the Virginia and North Carolina State 
Health Departments needed a better 
understanding and appreciation of the 
role of public health dentistry in a 
general public health program. 


Since funds were not available in 
the budgets of either Division for 
financing such a program, the problem 
was presented to Dr. Harry Bruce,’ 
Chief of Dental Public Health Services 
of Region III of the Public Health 
Service. Dr. Bruce carried the propo- 
sal to Dr. Norman F. Gerrie, Chief of 
the Division of Dental Public Health 
of the Public Health Service, and was 
able to obtain the necessary funds for 
a two weeks’ Seminar in Dental Public 
Health. 


The Oral Hygiene Building in 
Raleigh was selected as the place. The 


Seminar began on Monday morning,May 30, 
1960, and continued through June 10, 
1960. Twenty-seven public health den-- 
tists from North Carolina and Virginia 
attended the Seminar. 


The School of Public Health of The 
University of North Carolina cooperated 
and provided the faculty. Dr. John T. 
Fulton, Professor of Epidemiology, was 
the Director of the Seminar. Other 
faculty members participating were: 


_ Harry W. Bruce, Jr., D.D.S.,M.P.H., 
Visiting Professor of Dental Public 
Health Administration. 


Charles C. Cameron, Jr., M.D. ,M.P.H. 
Professor of Public Health Administra- 
tion. 


John T. Hughes, D.D.S.,M.P.H., Re- 
search Fellow in Dental Epidemiology. 


Elizabeth L. McMahan, B.S.,M.S.P.H., 
Associate Professor of Public Health 
Education. 


Ralph C. Patrick, Jr., A.B.,Ph.D., 
Associate Professor of Epidemiology 
(Cultural Anthropology). 


The two Dental Directors felt 
fortunate in having a faculty so well 
qualified to conduct this course of 
study. 


In evaluating the Seminar, Drs. 
Triani and Pearson felt that it was of 
great value. It provided, for the 
first time, an opportunity for the den- 
tists of the two States to meet to- 
gether, and to learn about the multiple 
and interrelated problems in public 
health programs. Students left with 
an appreciation that they are members 
of a team of trained persons of various 
disciplines who make up the total public 
health team. 

E. A. Pearson 
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TEXAS 


Dr. George Nevitt, Regional Dental 
Consultant for the Public Health Ser- 
vice, Region VII, Dallas, Texas, 
recently received a citation for out- 
standing service to the Kentucky Dental 
Association from the Association at its 
100th anniversary meeting. 


Dr. James Lovett, formerly associa- 
ted with Dr. Nevitt in the Dallas 
Regional Office, will be attending the 
University of Michigan School of Pub- 


lic Health this coming academic year. 
D. F. Striffler 
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ILLINOIS 


John Zur, State Dental Director in 
Illinois, has been elected president- 
elect of the Illinois Public Health 
Association. 

D. F. Striffler 


OKLAHOMA 


Roy Gravelle, Director of the 
dental division of the State Health 
Department in Oklahoma, has been elec- 
ted president-elect of the Oklahoma 
Public Health Association. 


MICHIGAN 


Myron Wegman, M.D.,M.P.H., formerly 
Executive Director of the Pan American | 
Sanitary Bureau, has been appointed as 
the new Dean of the School of Public 
Health at the University of Michigan. 


Chet Tossy, Assistant Director of 
the Division of pental Health of the 
Michigan Department of Health, is 


appearing in a series of educational 
radio broadcasts over WJR in Detroit 
called “Dental Appointment." 

D. F. Striffler 


NEW MEXICO 

Rhea Meyers, dental health consul- 
tant with the New Mexico Department of 
Public Health, resigned effective August 
lst to accept a new position as asso- 
ciate professor and Chairman of the 
Department of Dental Hygiene at the Uni- 
versity of Rhode Island, Kingston. 


The Third New Mexico Working Confe- 
rence on Dental Health will once again 
be held in the mountains -- only this 
time in the Sacramento Mountains at 
Cloudcroft, New Mexico -- at 9000 feet 
elevation -- on September 15-17. The 
theme of the conference is “More and 
Better Dental Care for More People.” 
Public health dentists who have indica- 
ted they may attend are Chet Wachowski, 
Arizona; Bob Downs, Colorado; George 
Nevitt, Regional Dental Consultant, 
Dallas; and Norm Gerrie of the Public 
Health Service in Washington. Speakers 
for the conference will be Dr. Byron S. 
Hollinshead, Director of the Commission 
on the Survey of Dentistry, and Dr. C. 
Gordon Watson, recently appointed 
Assistant Secretary in Charge of Adminis- 
trative Affairs of the American Dental 
Association. 


The Albuquerque City Health Depart- 
ment in cooperation with the Dental 
Division of the State Health Department, 
the Regional Office of the Public Health 
Service, and the Division of Radiologi- 
cal Health of the Public Health Service, 
recently completed a radiological hygiene 
survey of dental x-ray installations in 
Albuquerque. One hundred per cent of 
the dentists and one hundred per cent 
of the dental x-ray installations were 
surveyed. 


- Drs. Knut Hougen of the Norwegian 
Public Health Service and Varaporn 
Vidyasarnronayuta of Thailand spent the 


. month of July with the New Mexico 


Department of Public Health for field 
observation following the securing of 
their MPH degrees from the University 


of Michigan. 
D. F. Striffler 
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ARIZONA 


Chet Wachowski, State Dental Direc- 
tor in Arizona, is planning an orienta- 
tion session in October for various 
private dentists in Arizona who will 
become officially appointed dental 
consultants to the Arizona State Health 


Department. 
D. F. Striffler 


MASSACHUSETTS 


Following a twenty-session evening 
postgraduate course in dental public 
health conducted throughout the acade- 
mic year, The Harvard School of Dental 
Medicine awarded certificates to 24 
dentists from 16 different Massachu- 
setts communities. The course is being 
repeated in the current academic year, 
with 31 dentists from 21 different 
communities enrolled. 


In June, the Division of Dental 
Health of the Massachusetts Department 
of Public Health conducted a two-day 
inservice training program for Public 
Health Dental Hygienists. Fifty-one 
girls, chiefly from local programs, 
attended. 


During the months of September, 
October, and November, the U.S. Public 
Health Service Hospital in Boston is 
presenting a series of 12 lectures to 
its dental intern staff on Dental Pub- 
lic Health. Biostatistics, epidemio- 
logy, and dental public health practice 
are among the topics covered. The 
writer is participating in the presen- 
tation of this course, as a Consultant 


in Public Health Dentistry. 
J. Me Dunning. 


WYOMING 


Plans Being Made For Dental Radiation 
Hygiene Program 


Dr. Tim Drew is planning a new dental 
radiation hygiene program for the 
dentists in Wyoming late this Fall or | 
early in 1961. He discussed the project | 
with representatives of the Wyoming 
State Dental Association and has received | 
their full support. An x-ray film 
packet will be provided those dentists 
requesting it. The dentists will expose 
the film and send them to the Wyoming 
State Health Department for forwarding 
to the Public Health Service for pro- 
cessing. Dr. Drew then will send a 
report on the findings to each dentist 
who participates. 


V. L. Diefenbach 


TO ORGANIZE THE IDEAL 
C4 RESEARCH DEPARTMENT 
James H. Scott 
From: The Art & Science of Research 
N.Y.S. Dent. J. 26:303-07 


“,...You will require a Jew, an Irish- | 
man or an Italian to provide the others 
with ideas, good, bad, and awful. You 
will require someone from Denmark or 
Sweden or America to decide what pro- 
jects are worth carrying out. You will 
need various assorted English to do the 
work dumbly, efficiently and honestly; 
you require a Scotsman or a Welshman 
to keep them on the right path, and you 
will want a German to write up your 
results if they are incomplete, and a 
Frenchman if they are good enough to 
bear critical examination. 


"...You must have adequate numbers - 
of good-looking young women to keep any- 
one from working too hard. Brunettes 
and redheads are better than blondes... 
at pretending to appear intelligent. 


".eeThe department must provide. oe 
a gravel path which members can use 
when they feel the birth pangs of a new 
idea. You must have a really good 
library...Do you think you could esta- 
blish such an institution? I doubt it!” 
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Annual Meeting Sunday, October 16, 1960 


EXECUTIVE COUNCIL MEETING 


SATURDAY, OCTOBER 15, 1960 2:00 P.M, 
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